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IF we were to enquire into the reasons which influence a young 
man in the choice of his profession, we would seldom, if his 
answers are given truthfully, discover a very deep personal in- 
clination or conviction. In the majority of cases he is influenced 
by a variety of factors—parental pressure, for example, or material 
considerations, social ambitions or (more typical of the pre-war 
young man) because that particular job chosen appeared to be 
the least unattractive. 

To me it seems that two main factors should govern the choice 
of a profession—the general demand, and secondly, more im- 
portant still, the individual’s own qualifications. It is perhaps 
true that the-figure stated as the yearly quota for ophthalmologists 
by the practising eye specialists would vary considerably from 
that stated say by a Government department! That is only 
_ natural. But -we are not interested here in deciding who is to 
pass judgment on the general demand. We deal here with the 
question of the qualifications of the individual only. 

I have seen many young men starting ophthalmology, and 





* Post-graduate lecture, September 10, 1941, at the Tennent Institute of Ophthal- 
mology (Professor A. J. Ballantyne, University of Glasgow). 
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have always been amazed at the surprising fact that our profession 
(which by general consent requires at least moderate skill and 
dexterity) appears at least in Czechoslovakia to attract like a mag- 
net sometimes the most adexterous people. One cannot explain this 
dark riddle of nature, but it is sufficiently common to force itself 
upon one’s attention. I knew some excellent ophthalmic scientists 
leaving the clinical side of their work to those of the assistants 
whom they saw to have more inclination and greater gifts in 
that direction. Can it be wrong, therefore, to exclude from our 
science any person on the grounds that he is ‘‘ handless’’? As 
I have been privileged to see many of our great continental 
ophthalmologists at work I can assure you it is most surprising 
to see with what difficulty some of these splendid men handle even 
a simple cataract. How then can we even contemplate excluding 
such successful and in every other respect highly gifted people 
from ophthalmology at the very beginning of their careers? And 
yet, if we are to be honest with ourselves and with the public, 
which is our trust, we must! All these great clinicians and in- 
vestigators would do excellent work in any department of science ; 
but to be an ophthalmic surgeon one must be able to operate upon 
the eye. There is little place for failure. We have to examine 
the beginner, to admit the gifted and to refuse the less able. 

On the other hand, one must not over-estimate the necessity of 
so-called ‘‘ perfect ’’ operations. On many occasions I have per- 
formed an operation upon one eye, and have permitted a junior 
to operate upon the second. As a beginner his work was aestheti- 
cally not so pleasing, and yet it has given no poorer, and some- 
times even a better result. We have to admit, too, that manual 
adexterity is not unchangeable. The ability of the fingers for 
such delicate work as we are dealing with, like everything else, 
improves with practice. All finger work can be an aid to eye 
work. Exercises with your fingers like a pianist or a violinist in 
the morning during your general exercises; drawing, cutting, and 
so on, are most useful. The best method of getting correct finger 
movements is, as we have been advised by our teacher Elschnig, 
drawing with a mirror kept at an angle of 45°. If you look only 
into the mirror while drawing you will be astonished to find how 
difficult it is to finish a quadrangle without looking at the paper. 
Cutting and carving soft material, as marrow of elder, with a 
Graefe knife, or minute pieces of cotton wool with de Wecker’s 
instrument, are very useful exercises. 

I believe ambidexterity is a great advantage, and easily attain- 
able if exercises are practised alternately with each hand. It is 
the custom with all pupils of my teacher Elschnig to operate upon 
the left eye with the right hand and upon the right eye with the 
left hand. In this way the operator can watch the patient’s eye 
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whilst sitting in front of the field of operation. This we assume 
to be a great advantage. I think that ambidexterity should be 
cultivated, and I am convinced that anybody with normal ability 
can learn it in a short time. 

There must be no doubt, however, that there is a wide variation 
of dexterity in young men, and the better ones should be chosen. 
Examination of likely candidates should not, of course, depend 
entirely upon skill of fingers! The quick response of the mind 
to a change of conditions—occurring so often during operation— 
is most important. The true, the born, operator is recognised by 
this reaction. If an operation becomes atypical the true operator 
is not terrified, but feels a kind of satisfaction. His powers of 
observation, attention to detail, and his gauge of the general 
appearance are some of the factors which differentiate the great 
from the mediocre operator. I believe that a complete psycho- 
technical test should accompany every application for medicine. 
How much more necessary is it in the surgery of the eye! Such 
a psychotechnical. test may extend to quick reaction, general in- 
telligence, to motor co-ordination and to temperament. Tran- 
quillity of mind is a great gift to any surgeon. Undue excitability 
and hot temper spoil many delicate situations. 

I was often asked about the preparation of a young man who 
wishes to go in for ophthalmology after getting his degree in 
medicine. In. order to tackle this matter in the ideal’ way the 
financial side unfortunately cannot be neglected. I should recom- 
mend a young man to go first into pathology for three months to 
learn especially histological and bacteriological methods; then 
for three months at least into physiology to get a glance into 
experimental methods, animal experiments as well as self observa- 
tion; and, last but not least, to get into contact with theoretical 
experts, a contact which should never be interrupted during his 
clinical work. The next six months should be dedicated to general 
surgery to learn the principles of asepsis; how to stop bleeding 
without being shocked and without losing his head; how to use 
different instruments, especially in bone operations, and how to 
make good sutures. To observe a neurosurgeon at work forms a 
very useful part of the young man’s education. So he will be 
better prepared for his future teamwork, urgently needed for 
successful clinical efficiency. We admire its great results, e.g., 
with the Mayo-Foundation marching in front of most of our 
specialities by the elaborate co-operation of all its excellent clinics. 
In addition, its post-graduate system seems to be brilliant. 

Unfortunately, however, the ideal kind of preparation for the 
future ophthalmologist is reserved meanwhile for young men with 
a certain material independence. I believe that here is the place 
where private charity could do great work with larger scholarships. 





48 ARNOLD LOEWENSTEIN 


It would be better if these scholarships could be granted by the 
Government, their interest being in breeding good teachers for 
the future. 

Now we pass on to the question of clinical education. There 
can be no doubt that this is made much easier if the young man 
is attached to the clinic as a full time assistant. There can be no 
adequate substitute for that. I myself was 14 years full time 
assistant with the anatomist R. Fick, with Elschnig and Axenfeld. 
I do not regret one day of this long learning period. I worked 
from morning till night learning how these masters of their art 
discussed, diagnosed, treated, operated, and why they operated, 
and why sometimes they did not operate. Indications for operative 
procedure can be learned only by observing the experienced 
‘‘maestro’’ at work. ‘Of that there can be no doubt. The evenings 
were spent at the laboratory discussing histological and experi- 
mental results, and they were always delightful. 

Teacher and assistants, the old and the néw ones, belong to- 
gether for ever to one school. Such schools exist everywhere on 
the continent. The ‘ pupil ’’ remains the ‘‘ pupil ’’ even when 
80 years old. For example, the famous Ernst Fuchs in Vienna, or 
Sattler in Leipzig, talked proudly of being assistants of Arlt, or 
old Hirschberg of his assistantship with Albrecht von Graefe. 
We pupils of Axenfeld felt and were treated by the famous Uht- 
hoff, Axenfeld’s former chief, like grandchildren. The pupils of 
each school work together for the good of the whole. The master 
is as proud of the scientific results of his pupil as if he had per- 
formed them himself, and during big meetings he stands behind 
his pupil to defend him if attacked. Often, in fact, the pupil is 
working out the ideas of his teacher; and if they differ, truth 
prevails. In every case the pupil is encouraged and inspired by 
his master. There is no doubt that sometimes the great personality 
of a teacher may suppress the individuality of a young man. Great 
men are not always agreeable characters. Such cases are not at 
all unknown, but generally they are rare. 

In this country of strong individualities, however, a different 
state of affairs exists. A young man has to work alone and un- 
supported. His greatest hindrance lies in the fact that he has 
very little chance of getting a full time assistantship. He has to 
start alone, work alone; in short, discover practically by himself 
the most of ophthalmology, while his more fortunate continental 
brother forges steadily ahead at the shoulder of an experienced 
teacher. Most of the young enthusiasts in this country, having 
to do general private practice, appear at the clinic tired, troubled, 
overworked and unable to catch more than a few snatches of 
knowledge from their seniors, who, in their turn, overburdened 
with huge clinics, have no time to explain the interesting cases, 
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or discuss them if they are willing to do so. I have admired very 
often the idealism and energy of the young men in this country 
following their path in spite of all those hindrances. I cannot 
understand how the outstanding men, the excellent pioneers of 
our science, made their way in this country. I confess for my 
own part that I would have never overcome so many and great 
obstacles. It may be that all these difficulties which tend to keep 
out the mediocrities are apt to let through only the best and 
keenest. But it is the mediocrity we need urgently; they form 
the backbone of our eye surgeons. They have to treat and to 
operate upon the nation. They have to get an excellent training. 

I believe the best way to alter this situation is to create 
full time assistantships with pay and with no private practice 
allowed. The ideal state of affairs would be to have the chiefs on 
the same footing, dedicating their lives to clinical, teaching and 
research work only. Such a thing is in existence in the U.S.A., 
and even here in this country there are a few idealists in the 
medical profession who renounce the great temptation of an 
overwhelming private practice. 

The young British doctor before qualifying studies only a very 
minor course of ophthalmology—one 10 weeks’ term, 3 hours a 
week—about 26 hours in his lifetime. There is no general com- 
pulsory examination. Compare this with the continental student 
who has a course amounting in most universities to about 320 
hours! He has a daily clinical, theoretical and practical lecture 
for a whole year, an intensive state examination, compulsory 
ophthalmoscopy three times a week and separate voluntary short 
classes in operative procedure, refraction, etc. No doubt one would 
assume the young continental doctor thinks he is a complete 
oculist! On the contrary. He has learned just enough to realise 
how difficult ophthalmology is, and as a result sends his suspicious 
cases very quickly to the specialist in order to get rid of them. 
The courses here, I suggest, are so short that young practitioners 
are not fully aware of the dangers surrounding the subject and 
themselves, and more often than not courageously treat eye 
diseases themselves. 

Here I emphasise that undergraduate teaching of ophthalmology 
is very difficult. It demands a great amount of table material, 
drawings, an epidiascope and, besides a considerable number of 
out-patients, a staff of trained assistants. I remember that at 
Axenfeld’s famous clinic all clinical work was interrupted when 
the main lecture began. All the clinical assistants were needed 
for demonstration purposes. It seems nearly impossible for one 
teacher to instruct efficiently more than 10-15 undergraduates. 

In my country, Czecho-Slovakia, if a general practitioner were 
to treat unsuccessfully a gonorrheal conjunctivitis, a septic corneal 
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ulcer, or a glaucoma he would run the risk of losing his degree. 
That is his legal responsibility. 

At any rate, I repeat that a good ophthalmological education 
in my opinion can only be gained by a young man, without 
wasting time and energy, staying as a full time assistant with 
an experienced ophthalmic surgeon. : 

The school to which I was attached as first assistant for many 
years, with Elschnig as the leading operator, was a famous one, 
and many more or less outstanding ophthalmic surgeons from all 
over the world came to learn there for a few days at least, especially 
such things as intracapsular extraction, corneal grafting, dacryo- 
cystorhinostomy, and so on. On such occasions I had to prepare 
for operation, in addition to such everyday things as cataracts 
and glaucomas, something special for our visitors; a ptosis, or 
a Krénlein or a plastic operation. We called that “‘ concert ”’ 
operating. At the School of Elschnig we held such “ concerts ”’ 
two or three times in a month. Usually Elschnig put away two- 
thirds of the cake himself, and left the last slice for me—the piece 
mostly without the sultanas! 

I mention these facts to emphasise that it is of the greatest 
importance for anyone who is, or would be, a good ophthalmic 
surgeon to visit the different schools, and see them at work. 
Everywhere that I have gone, and it has been my privilege to 
have visited many of the eye clinics of Europe, I have learned 
something new. My notebooks are full of remarks, not only on 
what to do but sometimes also on what not to do. I gained 
knowledge with each of these tours and remember with gratitude 
Elschnig’s advice. So I strongly recommend that young assistants 
towards the end of their education should go round the world, 
as our great men—take Bowman, Graefe and Donders, for example 
—did during the 19th century, to complete their education and 
to compare their own knowledge with that of other schools. How 
highly that knowledge may be valued is demonstrated by my own 
personal experience. Towards the end of 1915 I was a young 
Surgeon-Lieutenant in the Austrian Army on the Italian front. 
I had already been an assistant to Elschnig for a few years. At 
once I was asked to go to Graz in Styria to take over for a fort- 
night a big military eye hospital. I was delighted to be sent to 
this nice hinterland town. Apparently I had been sent to relieve 
Professor P. while he was on leave. As soon as he had heard 
that an assistant of Elschnig was at the Italian front he had asked 
for me, but he himself did not go away on leave at all. For four- 
teen days the Lieutenant-Colonel worked from morning till night 
as assistant to the Lieutenant in order to learn as much as he 
could of Elschnig’s methods. 

During his work as a full time assistant the young doctor has 
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to learn many things. One of the most important, and one I have 
always stressed myself to younger men, is to examine slowly and 
with care—even when there are 50 patients waiting outside most 
impatiently! It is always better to ask the patient for a second 
examination as a mistake made in haste may never be mended. 
I realise of course how difficult it is to act in that way in big 
understaffed clinics. 

In my experience the best thing to do to avoid such errors is to 
keep to a set scheme of examination. Something like this: Ex- 
ternal inspection, movements of the eye, pressing on the tear sacs, 
pupillary reactions, indirect and direct ophthalmoscopy, diaphan- 
oscopy, retinoscopy and eye pressure. This scheme is, of course, 
enlarged according to the demands of the case. If such a pro- 
cedure is repeated regularly and systematically, it will be rarely 
that anything of importance is overlooked. 

Refraction work is developed very well in Britain and in U.S.A., 
I think better than on the continent in most places. I realised 
that defect and learned on two occasions during my assistantship 
at the Zeiss works laboratory in Jena to fill up the gap. Your retin- 
oscopy is reliable, although I sometimes am of the opinion that 
it should not be substituted for ophthalmometry. Best of all, of 
course, is to use both. Whether it is worth while to prescribe 4 
of a dioptre, as is the case in America, I cannot say. I myself 
can scarcely distinguish less than } of a dioptre cylinder, but that 
may be my fault, of course. 

An important feature of ophthalmology is histology. An oph- 
thalmic surgeon knowing nothing of the histological changes in 
his own cases is like a physician or surgeon who ignores pathology, 
and does not bother to learn the results of his post-mortems. 
Histology then must loom large on the young assistant’s horizon. 
Histological methods, and bacteriological technique (smears, 
cultures and so on) are all important auxiliary subjects and enough 
for clinical use can be learned with little difficulty. 

Another point, difficult for a man who is working in a busy 
practice, is the reading of current publications. The assistant 
should read not only the modern textbooks to check up the cases 
seen daily—everybody does it of course—but also two or three 
journals on his special subject should be followed carefully, as 
well as one general medical journal so as not to lose contact with 
general medicine. If he learns to do this while he is a student 
he will never give it up, and will remain a well informed specialist 
all his life. 

The assistant ophthalmologist would be well advised to discuss 
his cases not only with his chief and colleagues, but also with his 
neighbouring specialists; neurologists, ear, nose and throat ex- 
perts, pathologists, general surgeons. I have learned a great deal 


in that way, especially from neurologists. 
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Very soon the assistant will want to operate. At first of course 
he is observing his chief, and the likelihood is that he will get 
the erroneous impression that operating upon eyes is the easiest 
thing in the world. Everything runs smoothly and quickly. 
Rarely does a complication arise, and when it does, it is easily 
overcome. Let him try, however, to extract the lens from a dead 
pig’s eye without losing it in the depth of the vitreous and he 
will realise that it is perhaps not so easy. He will watch his chief 
at work again, and so as his experience ripens, he will appreciate 
that there are some difficult cases, too. Then his chief must help 
him. He has to assist his pupil, encouraging him the while. That 
is most important. The young man will see other less skilful 
operators too. I do not underestimate the value of these sometimes 
exciting experiences. 

While a young man is working as an assistant the importance 
of asepsis must be impressed upon him. He must learn it by 
heart as he will be inclined to forget a part of it during his life, 
and I am convinced that asepsis cannot be overdone in a teaching 
clinic. 

Most of the older ophthalmic surgeons operate as they have 
learned during their assistantships. Therefore the responsibility 
of the teacher is great. Some schools say the ophthalmic surgeon 
should limit his activities to the bulb and the lids. Others, like 
the Elschnig school, do not stop short there, but include the depth 
of the orbit, the antra, the frontal portion of the brain, and plastic 
surgery. 

As the young man learns the methods of his school, and in 
his travels those of other schools, the notes in his notebook will 
accumulate. He will find, too, many conflicting points. For 
example, in some clinics with leading oculists cataract cases are 
kept in bed for a week or longer, while in others, afraid of hypo- 
static pneumonia, they are up in an easy chair four hours after 
operation. Some surgeons close both eyes for a week, others fear 
mental disturbances and open the unoperated eye twelve hours 
after the operation. Some protect the operated eye with Fuchs’ 
wire-netting ; others use a shield or a simple bandage. The young 
assistant may use whatever method he likes, or bring such methods 
to his chief. Perhaps his chief will be nice enough to admit that 
another method, not his own, is not quite unsuitable. Eventually 
the young eye specialist will learn to make his choice, until at last 
he is old enough and wise enough to go his own way. Only such 
a man, with such an education, is, in my opinion, fit to take a 
leading part in his profession and to take the responsibility of 
educating the next generation. 

What a pity it is that the great majority of highly gifted prac- 
tising eye specialists in this country cannot enjoy these advantages 
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and must fight a lone battle, unencouraged, learning imperfectly 
from journals. Here the post-graduate courses could help 
immensely. 

The best methods have been developed in U.S.A. and the 
continent, where there are regular post-graduate schools of in- 
struction, as started by Axenfeld. These courses are performed 
in the least time excellently in the Wilmer Institute in Baltimore. 
They last usually a week at a time, from morning till night, where 
the most recent advances of science are related to an audience of 
practising ophthalmologists. Lectures are also given by outstand- 
ing men of the border sciences, such as physiology, neurology, 
pathology, oto-rhinology, surgery, and so on, and the audience 
learns of the latest developments in these sciences. All these 
meetings are overcrowded and seldom have I seen such enthusiastic 
audiences ; a perfect blend of youth and age. Professional etiquette 
did not prevent old white-haired men from sitting at the feet of 
young assistants, and always most interesting discussions arose. 
Many of the experienced ophthalmic surgeons remembered cases 
confirming the new ideas which came to light. In America these 
post-graduate courses have been highly developed in the last few 
years at several clinics. The late Alfred Bielschowsky lectured 
all over the United States upon muscular anomalies, and I trust 
that one day soon such continuation classes may be developed in 
this great country too. Professor A. J. Ballantyne has already 
initiated such evening lectures very successfully with the aid of 
other ophthalmic surgeons in Glasgow, in spite of the difficulties 
of war time. 

I have tried to explain briefly my ideas, which are based on 
experience, on how to educate the eye surgeon of the future— 
demands not bound to any country. It may be overestimation 
of my own profession if I take that question so seriously and 
dedicate so much of your and my time to it; but preserving eye- 
sight, restoring the light that failed seems a wonderful thing to 
me—life and light being equal in my estimation. We have to 
teach the younger men love of our profession, enthusiasm. To 
do our work ‘‘ non sordidi lucri causa,’’ but to find in it the 
greatest satisfaction, the reward being the work itself. We must 
give them too a great admiration for scientific creation, 

But what touches me more than the task of leading young 
medical men to the crests of our beloved profession is the general 
aspect. We, the older generation, have first and last one 
sacred obligation, to transmit to youth all our experience, all that 
life has taught us. That is our only right to exist. We, the men over 
40, are, according to Sir William Osler, useless if not teaching. 
There is no space for jealousy, competition or envy. It is a 
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tremendous waste of energy if the young man has to learn un- 
directed, has to discover known facts, has to do research work 
unencouraged. All that we professional people all over the world 
have learned is not our own private possession, but a great privi- 
lege which has been entrusted to us, and it is our duty to pass 
on this loan, our knowledge, enlarged by the result of our own 
research work, to the rising generation. If we betray this trust 
we provoke hatred where love and gratitude ought to be, and lose 
our only right to exist. Disappointed youth will fight against 
old age, and youth will prove the stronger. 

There is still time for reforms all over the world. They are 
urgent everywhere, as much of our schooling has been inherited 
from a prescientific age (T. A. Lauwery, 1941). But fate knocks 
at the door. Let us older ones listen to the fateful sign ; otherwise 
we will sink back to the moral standard of prehistoric wild tribes 
where youth killed the aged as a useless, bothersome burden. We 
are servants of the future smoothing the path of youth. 








GLASS IN THE ANTERIOR CHAMBER 


BY 


T. COLLYER SUMMERS and HENRY HOBBS 


OLDCHURCH COUNTY HOSPITAL, ROMFORD, ESSEX 


THE subject of glass in the anterior chamber of the eye assumes 
added importance at the present time from the frequency of eye 
injuries due to glass among air raid casualties; and the treatment 
of such casualties is therefore a matter of common interest. Present 
practice seems to be based on the belief that glass retained in the 
anterior chamber spells the doom of the eye; one may quote, for 
example, a recent annotation in the Brit. Jl. of Ophthal., “‘... 
eyes containing glass fragments shrink relatively quickly, save in 
a few exceptional cases when a glass fragment has remained in 
the vitreous for years without complaint.’’! Nevertheless, cases 
(2, 3, 4) are to be found in the literature (Bickerton’s, as far back 
as 1888), in which such fragments have remained in the anterior 
chamber for long periods and a useful eye has been retained after 
their removal. 

The purpose of this paper is to report a case in which a spicule 
of glass was necessarily retained for some months in the anterior 
chamber, subsequently giving rise to severe irritation and almost 
total loss of vision, with recovery of full visual acuity after its 
removal. 
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The patient, C.W., ‘aged 33 years, was involved in an air raid 
on September 23, 1940, sustaining multiple injuries. The right 
eye was cut to pieces and immediate excision was necessary. The 
left eye was stated to have a piece of glass embedded in it, and 
on examination a triangular flap wound of the cornea was seen, 
in which was lodged a small spicule of glass, size approximately 
3x 1x 1mm. This was no sooner located than it was seen to 
slide over the posterior lip of the wound and fall into the inferior 
angle of the anterior chamber. 

As it was impossible to use a keratome to make a fresh wound 
and equally impossible to remove the glass through the valvular 
incision, it was decided to await healing of the wound and then 
attempt removal of the foreign body. Rapid healing took place, 
but cultures for weeks showed a pure growth of staphylococcus 
aureus, despite irrigation with merthiolate 1/10,000. Vision at 
this time was excellent and on January 4, 1941, the patient was 
discharged under outpatient supervision. 

On February 28, 1941, the patient was readmitted to Oldchurch 
County Hospital, complaining of sudden, severe irritation of the 
eye with greatly reduced vision—at that time perception of shadows 
only. On examination, the lower cornea showed a dense interstitial 
haze and, above, considerable bedewing of the endothelium; 
ciliary injection was marked. Treatment was begun with atropine, 
Maddox Heater and daily fifteen minute treatments with ultra- 
short wave diathermy with the result that the corneal condition 
rapidly cleared and on March 7 the visual acuity, unaided, was 
6/24. There was still, however, a great deal of opacity in the 
lower part of the cornea and no foreign body could be seen. 

With continued treatment the corneal condition improved 
further and on March 31 the cornea was clear enough to enable 
the spicule of glass to be seen with great difficulty, lying in the 
extreme lower angle of the anterior chamber. The vision at this 
time with a small correction was 6/12. 

Four successive sterile cultures having been obtained, on April 
4 removal of the glass spicule was decided on, and inferior hemi- 
section of the cornea was performed. It was intended to perform 
iridectomy of the root of the iris in the hope that the glass would 
be removed with the iris, but on inserting the blades of Barraquer’s 
forceps, the glass was immediately felt and removed without 
further manipulation. 

The wound healed rapidly and the patient now has a visual 
acuity of 6/5 with a small correction. 

Our reasons for reporting the case are threefold :— 


1. To emphasise the severity of the irritation caused by glass 
in the anterior chamber. 
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2. To confirm the possibility of its removal once it has been 
located. 

3. To record that full recovery of vision is possible after 
removal. 
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THE AETIOLOGY OF AN OBSCURE CASE OF 
RETROBULBAR NEURITIS 


BY 
RosA FORD 


LONDON 


WE still see a number of cases of retrobulbar neuritis the cause 
of which is obscure. Carroll,! in 1940, went through 100 of his 


cases and found the cause undetermined in no fewer than 34. 

When we have excluded trauma and tumour, the Wassermann 
reaction is negative, and a negative report is received from an 
investigation of the para-nasal sinuses, we are left with the sus- 
picion that the condition may be the first symptom of disseminated 
sclerosis. As we do not know the cause of this either, the position 
is an unsatisfactory one. 

The case here described was at first in this unexplained category, 
but later events cleared the diagnosis, so that a report may help 
to throw light on other obscure cases. 

A.E., a woman aged 31 years, was first seen in April, 1930, 
because for 2 months she had been unable to do the fine needlework 
at which, till then, she had been particularly good. Vision was 
6/18 in each eye and the fundi were normal. 

In the search for a cause, every investigation, medical, dental 
(with X-ray), rhinological (with X-ray) and the Wassermann 
reaction proved negative. During the next few months her sight 
varied, occasionally becoming 6/9, but in July it was still only 
6/18 in both eyes. 

Seven months from the onset, it was decided to explore the 
sphenoidal sinuses, and thick pus was withdrawn from the left 
and cloudy mucus from the right. Recovery followed when both 
spheno-ethmoidal sinuses were opened, but this was speedily 
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followed by a relapse, which again yielded to a wider opening 
of the same sinuses. Then came a long series of relapses and 
recoveries, and attempts to maintain nasal drainage grew less and 
less successful. Finally, in 1935, the antra were opened and found 
to be full of pus. 

After double antrostomy, she left the downgrade path for the 
upgrade, and now, in 1941, has for some years been again an 
excellent needlewoman. 

The reason why this patient had remained for 7 months in the 
category of unexplained cases of retrobulbar neuritis was because 
she had a normal nose. Two well-known rhinologists had examined 
her, the one at 2 months, the other at 5 months from the onset, 
and both agreed, that in bony conformation and appearance of 
the mucous membrane, the nose was remarkably normal and 
without the slightest suspicion of any underlying sinusitis. 

There was moreover no catarrh nor any history of such. 

The X-ray report only queried the left frontal sinus. 

The subsequent findings in this case, therefore, justify the 
following conclusions :— 


1. Sinus disease can exist when the nose appears to be perfectly 
normal clinically, and when there is no definite radiological evi- 
dence of its presence. 


2. Sinus disease can exist when there is no catarrh nor any 


history of such. 


3. Retrobulbar neuritis may be a symptom of this concealed 
sinus disease. : 


These conclusions may be helpful to an ophthalmologist con- 
fronted with a similarly obscure case. With every other possible 
cause excluded, he will have sought an opinion from a rhinologist, 
because he knows that some cases of retrobulbar neuritis have been 
due to sinus disease. With a negative report, however, he is 
obliged to rule out sinus disease, especially as in 1940 Duke-Elder* 
summed up present ophthalmic opinion in these words, ‘‘ the 
sinuses of every case of retrobulbar neuritis should be investigated, 
but the evidence points to the conclusion that intra-nasal surgery 
should not be resorted to lightly except in progressive cases, in 
the presence of obvious sinus disease, (the italics are mine) and 
in the absence of other aetiological factors.’’ 

With no further avenue for search, the ophthalmologist is 
obliged to adopt a waiting policy, in the hope that the condition 
will clear in time as it often does, at least partially. In these 
circumstances he is quite justified in this policy, as is also the 
rhinologist in his negative report. 

The present case, however, gives some indication that the 
reception of a negative rhinological report in a case of retrobulbar 
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neuritis does not end ophthalmic responsibility. Both signs and 
symptoms are ophthalmic, and it is thus the ophthalmic surgeon 
alone who can request further investigation from a rhinologist, 
in whose sphere there is neither sign nor symptom. 

If he is to do this, he will wish to be sure of his grounds. 

In this case, the ophthalmic surgeon’s diagnosis of sinus disease 
was based on two considerations :— 

1. The History.—The visual defect followed a bad cold and 
was accompanied by double ptosis, marked photophobia, severe 
headache and “‘ terrible head noises.’’ In addition to these more 
local symptoms, there was evidence of toxaemia in the marked 
insomnia and loss of appetite and weight, and this formerly 
remarkably healthy woman had ‘no life”’ in her. 

The toxaemia suggested septic absorption, and the onset with 
a cold, together with the head and visual symptoms, indicated a 
location of the sepsis in the sinuses. 

2. The Fields—With the perimeter, using an 8 mm. white 
object, these showed marked contraction. Giving the nearest and 
farthest distances from the fixation point, these were R.E. 30° 
to 50°, L.E. 20° to 40°. 

With the scotometer, using a 1 mm. white object at 2 metres, 
this contraction was seen to approach the fixation point above, 
in the R.E. to 6° and in the L.E. to 2°. 

This contraction, invading the central area, explains the defect 
in central vision. 

Such fields have often been reported as the result of sinus disease, 
e.g., by D. Stenhouse Stewart® who depicted the fields before 
and after nasal drainage, and in the case A.S., reported* by me, 
in which the field-charts before and after nasal drainage are 
reproduced. , 

Confirmation of this diagnosis was obtained when pus was 
found in the sphenoidal sinus, but during the next five years 
before the antral disease was discovered, the patient’s failure to 
complete her recovery seemed unaccountable. Her restored sight 
after the spheno-ethmoidal operations, showed that the cause of 
the retrobulbar neuritis was sinus disease, but the constant re- 
lapses, in spite of every effort to maintain drainage, was mysterious 
and pointed to some possible second factor, perhaps the same that 
was responsible for some of Carroll’s 34 per cent. of unexplained 
cases. 

Now that we know it was no mystery, but simply the block 
caused by the diseased antra, it becomes very important to the 
ophthalmologist to realise that even after five years, the antral 
disease was not obvious to the rhinologist. 

A third rhinologist investigated the antra at my request in 





RETROBULBAR NEURITIS 59 


January, 1935, punctured and irrigated them and saw a few flakes 
of mucus in the washings but did not advise further action. The 
following December, again at my request, antrostomy cleared the 
diagnosis and made recovery possible. 

It is eleven years since the first happenings in this case, and 
later experience has brought increased confidence in the diagnosis 
of sinus disease by the history and fields, without the necessity 
for the suction-exploration employed in this case. 

Confirmation is obtained when nasal drainage leads to recovery. 
In this case, during the pre-operative 7 months, much relief was 
obtained by intra-nasal medication with argyrol and glycerine, 
and vision improved markedly, especially after a considerable 
discharge of mucus from the nose, though this improvement only 
continued intermittently. Headaches remained severe and con- 
stant, and she was “ always tired.”’ 

Had the antra been opened at that time instead of the posterior 
sinuses, it seems probable that no further surgery might have 
been required and that this long illness would have been prevented. 

Intra-nasal medication, supplemented, if necessary, by double 
antrostomy, may thus give sufficient confirmation of the original 
diagnosis without recourse to exploration. 


Summary 


A case of retrobulbar neuritis was diagnosed by the ophthal- 
mologist, from the history and fields, as due to sinusitis. 

Confirmation by the rhinologist was delayed 7 months because 
neither sign nor symptom of sinusitis was present. It was then 
obtained by exploratory puncture of the sphenoids, and the with- 
drawal of pus from the left, and cloudy mucus from the right. 

Though the spheno-ethmoidal sinuses were opened, recovery 
was only partial for 5 years until the apparently normal antra 
were also opened and found to be full of pus. 


Conclusion 


In any case of retrobulbar neuritis in which the cause is obscure, 
the possibility of concealed sinusitis should be considered. <A 
preliminary diagnosis can be made by the ophthalmic surgeon 
from the history and fields. Should a subsequent negative rhino- 
logical report be received, this does not end ophthalmic responsi- 
bility, for it is the ophthalmic surgeon alone who can request 
further investigation from a rhinologist who, on his own findings, 
sees no reason for it. 

Suction-exploration, when carried out by the method taught by 
Watson Williams, can give a decisive diagnosis. 
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Intra-nasal medication, supplemented, if necessary, by double 
antrostomy, may give sufficient confirmation, by the patient’s 
recovery, without the necessity for exploration. 
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THE TONIC PUPIL SYNDROME 


BY 
PERCIVAL W. LEATHART 


LIVERPOOL 


In 1924 and later in 1931 Foster Moore described this syndrome 
calling it “‘non luetic Argyll Robertson pupil.” In 1931 Holmes 


described it under the name “ partial iridoplegia.” In 1931-32 
Adie described it, introducing the term “tonic pupil.” In their 
papers these pioneers do not suggest a lesion capable of producing 
the physical signs of the syndrome they describe. This paper is an 


attempt to do so. 
The syndrome is recognised by three physical signs each of which 


points to some interference with the nervous mechanism of the 
internal muscles of the eye. 


1. The pupillary reaction to light is absent or sluggish. 

2. The affected pupil is larger than its fellow but will dilate 
further in the dark, and to atropine. 

3. The pupillary reaction to convergence is slower than normal 


in spite of the fact that near vision is unaffected. The rest of the 
eye 1s normal in aj) respects. There is no external muscular paresis, 
no ptosis or nystagmus and no en- or exophthalmos. In a certain 
number of cases the knee jerks and ankle jerks are absent or reduced. 


The syndrome is commoner in women. 

Before entering into a discussion with regard to the location of a 
lesion capable of producing the above physical signs, It 1s necessary 
to describe in some detail the anatomy of the primary ocular reflexes 
concerned. In this description reference to decussations 1s omitted 
for the sake of simplicity. Bee 

Rough diagrams are appended in order to make the descriptions 


less confusing. 
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Anatomy 


The nucleus of the parasympathetic portion of the motor oculi 
nerve consists of two portions. 

1. The Edinger-Westphall nucleus which is a bilateral structure 
and is the nucleus of that portion of the parasympathetic which 
subserves the pupillary constrictor reflex to light. 

2. The nucleus of Perlia—a mid-line structure—the nucleus of 
that part of the parasympathetic which subserves the convergence 
reflex and its ancillary pupillary constriction. 

The light reflex consists of three parts, an afferent limb, a nucleus 
and an efferent limb. 

The afferent limb leaves the retina and travels in the optic nerve 


and tract to reach the mid brain via the brachium of the superior 
colliculus. It by-passes this body to reach cells in the pretectal 
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area from which after a relay it passes to the Edinger-Westphall 
nucleus and here the afferent limb ends. 

The efferent limb starting from the nucleus passes in the motor 
oculi nerve into the orbit, and leaves it via the nerve to inferior 
oblique to reach and relay in the ciliary ganglion. From this 
structure it passes via the short ciliary nerves to the constrictor 
iridis. This reflex arc is activated by light. See diagram. 

The convergence reflex is activated by proprioceptive impulses 
initiated by contraction of the two internal recti muscles and also 
consists of three parts, an afferent and efferent limb and a nucleus. 

The afferent limb, starting from the internal rectus, travels in the 
ophthalmic division of V to reach the pons, and passes in the 
mesencephalic root of V to Perlia’s nucleus, where it ends. The 
efferent limb leaves Perlia’s nucleus and after a journey of unknown 
length in the motor oculi nerve leaves it at a point proximal to the 
ciliary ganglion. It reaches the ciliary muscle and the constrictor 
iridis without making contact with the ciliary ganglion. See diagram. 

The constrictor iridis therefore has a double nerve supply, one 
which relays in the ciliary ganglion and one which has no connection 
with this structure. The former is a portion of the light reflex arc, 
the latter a part of the convergence reflex arc. 


Discussion 


It has been pointed out above that the pupillary reaction to light 
is absent or sluggish—we may therefore assume a lesion somewhere 
in the light reflex arc. 

The afferent limb is unlikely to be affected, for during the whole 
of its course in the optic nerve and tract it is accompanied by the 
afferent fibres of the sympathetic dilator reflex. This reflex is 
normal, moreover there is no involvement of the optic nerve or tract. 

The nucleus (Edinger-Westphall) can also be excluded for it is 
well nigh impossible to imagine a lesion in this crowded area which 
would destroy the nucleus and leave adjacent structures undamaged. 

We are left therefore with the efferent limb. During its passage 
through the motor oculi nerve this limb is normal, for there is no 
damage to any external ocular muscle. 

The only remaining structure is the ciliary ganglion and here we 
must postulate a lesion caused by some error in conduction between 
pre- and post-ganglionic parasympathetic fibres. A lesion in this 
structure readily explains the absence of, or sluggish response of the 
pupil to light. Italso gives a satisfactory explanation for the affected 
pupil being the larger—for the normal dilator iridis being unopposed 
by the paralysed constrictor of necessity produces a large pupil. 
There is an equally satisfactory explanation for the slow pupillary 
reaction to convergence. 
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The constrictor iridis hasa double nerve supply, one which relays 
in the ciliary ganglion and one which by-passes this structure. The 
former supply is paralysed, destroying half the nerve supply to the 
constrictor iridis which in consequence contracts less powerfully. 

As far as the eye is concerned all the physical signs of the 
syndrome described as the “tonic pupil’ can be produced by a 
destructive lesion of the ciliary ganglion and since it would appear 
impossible to produce them by a lesion in any other situation we 
may postulate a lesion due to defective conduction between pre- 
and post-ganglionic fibres in this structure with some confidence. 

In a certain number of cases the physical signs are not confined 
to the eye, for in some the knee and ankle jerks are either absent 
or reduced. 

When this physical sign is discovered in a patient whose pupil 
does not react to light, but will react to convergence, it may well be 
that tabes is suspected. 

There should be no difficulty, however, in distinguishing between 
the two conditions for a careful examination will reveal physical 
signs which clearly separate tabes from the tonic pupil. In the 
first place tabetic pupils are almost invariably bilateral, the tonic 
pupil nearly always unilateral. 

In tabes when the knee and ankle jerks are absent Rhombergism, 
loss of sensation and absence of the vibration sensation to the tuning 
fork, will be discovered. In the tonic pupil, although the knee 
jerks and ankle jerks may be absent, yet there is no Rhombergism 
and both sensation and vibration to the tuning fork are normal. 

After ascertaining these facts, should there still be any doubt 
examination of the cerebro-spinal fluid and blood will decide the 
presence or absence of the Wassermann reaction. 

From the above it is clear that the lesion responsible for the loss 
of knee and ankle jerks in tabes and in the tonic pupil syndrome 
respectively must have a different anatomical position in the two 
conditions. In tabes, as is well known, the lesion affects the fibres 
which pass from the posterior root ganglion to the spinal cord—the 
stretch reflex being disturbed on its afferent side. In the tonic 
pupil, however, the lesion cannot be in this situation because 
vibration-sense and sensation are normal and Rhombergism is absent. 

Further it is unlikely that reflex is disturbed on its efferent side 
for there is no wasting of muscles or tenderness on palpation—in 
short no peripheral neuritis. 

We are forced, therefore, to postulate a lesion in the sacral and 
lumbar segments of the cord itself, in the intercalated fibres connect- 
ing the posterior root fibres with the anterior horn cells—a lesion due 
to some error of conduction in the synapses there, analogous to that 
postulated in the ciliary ganglion for the loss of the light reflex. 
The pathology is obscure—its solution is a problem for the neuro- 
physiologist. 
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When we consider the salient physical signs it is clear that as far 
as the eye is concerned the condition is a partial iridoplegia. Since 
the name tonic pupil gives no descriptive clue to the anatomical 
position of the lesion, the term “ciliary ganglion iridoplegia” is 
suggested as being a more correct name. 


Summary 


1. The physical signs of the syndrome are given. 

2. The anatomy of the ocular reflexes concerned is described 
with diagrams. 

3. A lesion capable of producing the physical signs in the eye is 
postulated by deduction. 

4. Physical signs which clearly differentiate the tonic pupil 
syndrome from tabes are pointed out. 

5. The anatomical situation of the lesion responsible for the loss 
of knee and ankle jerks in the tonic pupil syndrome is postulated. 


6. A descriptive name is suggested. 








THE SIGNIFICANCE OF A LESION OF 
THE OPTIC NERVE 


BY 
G. JoLy D1xon 


LONDON 


THOUGH the optic nerve can be visually inspected at the beginning 
of its course, and its functions measured accurately both quanti- 
tatively and qualitatively, it is surprising how often the diagnosis 
of lesions in this structure remains doubtful. True, such lesions 
are often only part of a pathological process occurring elsewhere 
in the body, and the symptoms that have led to the discovery of 
the lesion in the optic nerve are really related to some much more 
generalised process, and, further, two entirely different processes 
may, for a time at least, produce the same syndrome in the optic 
nerve. 

For example, an appearance at first indistinguishable from the 
papilloedema that so often accompanies cerebral tumour was seen 
in the following two cases of hypertension :— 

Case 1.—A man aged 48 years attended the Royal Westminster 
Ophthalmic Hospital for the first time on February 13, 1939, 
under the care of Mr. Hine and Dr. Hickling, because a few days 
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before he had noticed mistiness of the left eye and found this 
eyeball both tender on pressure and painful to move. On exam- 
ination there was generalised reduction of visual acuity in the left 
eye (vision 6/24), but no definite field defect; vision of the right 
eye was normal (6/5). On ophthalmoscopy he had the typical 
appearance of early bilateral papilloedema (swelling of both discs 
and some exudates and haemorrhages strictly confined to the disc 
area), the rest of the fundi was normal, though it was noted that 
his retinal arteries had the appearances one associates with hyper- 
tension. His blood pressure was 205/78, he had no albuminuria, 
and a barrel shaped chest precluded accurate estimation of the 
size of his heart. As he was obviously very nervous, the raised 
blood pressure was discounted, and he was admitted on March 10, 
1939, to Charing Cross Hospital with the provisional diagnosis 
of cerebral tumour. Lumbar puncture and manometric observation 
showed the cerebro-spinal fluid to be at a pressure of 300 mm. (the 
normal variation being 80 to 150 mm:); an examination of the 
fluid showed no excess of globulin, protein 0-040 per cent. (nor- 
mal), chlorides 0-716 per cent., one cell per cubic centimetre 
(normal one to four cells per cubic centimetre), and Wassermann 
reaction to be negative. He spent four weeks in hospital,. and 
during this time developed an albuminuria. His blood urea was 
found to be 184 milligrammes per 100 cubic centimetres, frequent 
blood pressure readings gave a representative value of 225/148. 
In addition later ophthalmoscopy revealed a substantial alteration 
of the original picture; there was no further swelling of the optic 
papillae, but fresh exudates appeared throughout both fundi, 
chiefly in the region of the maculae; so that ten weeks after he 
was first seen he presented the typical picture of albuminuric 
retinitis with star figures around both maculae. 

Case 2.—A male patient aged 54 years, admitted January 8, 
1940, to the National Hospital, Queen Square, under the care of 
Dr. Walshe. During the previous eighteen months he had suffered 
from frequent and severe headaches often accompanied by vomit- 
ing. For two months there had been a profound change in 
character ; he appeared to have lost the power.of performing the 
simplest mechanical tasks. On the whole he appeared drowsy, 
but although he spent the greater portion of the day sleeping, 
he suffered from frequently recurring periods of restlessness and 
motor excitability, which occurred at least as often during the 
night as during the day. 

On admission to hospital these observations were confirmed, 
and in addition it was noted that though he was correctly orientated 
in time and space, he was euphoric and so slow in the uptake as 
to be almost apraxic. As he lay in bed he spent a large portion 
of the day rubbing his nose with either hand. 
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His vision. was normal (right 6/6, left 6/9), and there were no 
field defects. On ophthalmoscopy he was thought to have bilateral 
papilloedema; the right disc was blurred and its surface covered 
by a few exudates and striate haemorrhages; there were a few 
new vessels on its surface, and there were four dioptres of swelling. 
The appearance of the left disc was the same, though in this case 
the swelling was estimated as three dioptres. Apart from a few 
opalescent spots around the maculae, there were no other changes 
in the fundi. No other abnormalities of his central nervous system 
were found; his heart was enlarged, and there was accentuation 
of the second aortic sound, the blood pressure was 220/170, and 
he had albumen and red blood cells in his urine. 

On lumbar puncture with manometric readings, his cerebro- 
spinal fluid was found to be at a pressure of 220 mm., to contain 
one cell per cubic millimetre and 0-100 grammes per cent. of 
protein and some increase of globulin. An estimation of his blood 
urea gave a value of 51 milligrammes per 100 cubic centimetres. 

In the course of three weeks he developed further exudates and 
haemorrhages in the fundi remote from the disc, and in addition 
suffered from three attacks of deep coma, during the last of which 
he developed hyperpyrexia and died. A lumbar puncture per- 
formed twelve hours before death revealed a manometric pressure 
of over 300 millimetres of water. 

There was considerable discussion as to whether the changes 
in the fundus should be regarded as an atypical albuminuric 
retinitis occurring in a patient with an almost normal blood urea, 
or as papilloedema due to a frontal tumour in a patient who also 
suffered from hypertension. 

At autopsy there was no cerebral tumour, but the heart was 
greatly enlarged and had all the changes one usually associates 
with hypertension. 

Cases of hypertension with similar findings in the retina have 
been previously described by Traquair (1930), Murphy and Grill 
(1930), and Draganesco and Lazaresco (1939). 

Paton and Holmes (1910) have shown that the swelling of the 
optic disc described as papilloedema in cases of cerebral tumour 
is due to oedema and venous congestion of the distal vascular 
portion of the optic nerve, which in turn is due to the raised intra- 
cranial pressure compressing the central vein of the retina as it 
traverses the subdural space of the optic nerve; and that papill- 
oedema in chronic meningitis is also due to the raised cerebro- 
spinal fluid pressure. It is not then surprising that an identical 
appearance will be seen in those cases of hypertension that show 
raised cerebro-spinal pressure as an early sign. 

Papilloedema is also usually found, Jefferson (1940) in cases of 
tumour of the optic nerve, and in these the probable mechanism 
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is venous obstruction occurring in the distal vascular portion of 
the optic nerve. 

Paton (1914) pointed out that a transitory swelling of the optic 
disc which is indistinguishable on inspection from papilloedema, 
occurs occasionally in disseminated sclerosis ; but these cases differ 
from papilloedema of cerebral tumour in that there is invariably 
a severe loss of vision, usually in the form of a central scotoma. 
The term papillitis has been suggested to describe these cases. 

Thus, since the one lesion may be produced by several distinct 
diseases, it may be impossible to determine its cause in patients 
who otherwise present no evidence of disease. Some of these will 
be due to an indisputable cause such as a tumour of the nerve or 
its involvement in a fracture of the skull, but when such evidence 
is lacking, the diagnosis and prognosis are subject to considerable 
discussion. The most widely held view is that of Buzzard (1890), 
Uhthoff (1890), Adie (1930), Benedict (1933) and Lillie (1934), 
who believe that the vast majority of these cases will sooner or 
later develop disseminated sclerosis. According to Walshe (1940), 
the interval that may be expected to elapse before further symp- 
toms will develop varies from a few months up to fifteen years. 
Adie (1930) gives one instance where this interval was forty-seven 
years. Others (Gunn 1896, Onodi 1908, Loeb 1909, White 1919, 
1924, 1928, Crane 1927 and Coffin 1928) stress the importance of 
disease in the paranasal sinuses, or focal sepsis, in the aetiology 
of these cases, and report numerous cures resulting from operations 
designed to eradicate these conditions. However, as equally good 
results are obtained in cases that are not submitted to operation, 
these procedures are becoming less popular, and it would appear 
that the theory is also passing into disrepute. 

It is indisputable that patients presenting with an optic nerve 
lesion, especially when that lesion is retrobulbar neuritis, are very 
often early cases of disseminated sclerosis; and, further, a pro- 
portion of these patients at the time they are first seen have no 
further evidence of this disease. On the other hand, cases like the 
following raise the possibility that there are other conditions that 
may produce lesions in the optic nétve. 

Case 3.—In July 1928 a boy aged 15 years developed severe pain 
behind the right eye, followed by progressive loss of vision in both 
eyes. After five weeks he was admitted to the National Hospital, 
Queen Square, under the care of the late Dr. Adie; at this time the 
sight in his right eye was reduced to perception of hand movements, 
and in the left to 6/36. Both visual fields showed irregular con- 
centric contraction ; on the right the blind area occupied the whole 
of the lower portion of the field and spread up over the fixation 
point to the lower portion of the upper segments. There were no 
obvious changes in the fundi; the pupil reflexes to light were 
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present though sluggish, with hippus on the right. A complete 
examination of his central nervous system, a lumbar puncture and 
X-ray of the skull showed no further abnormality. During an 
eight weeks stay in hospital his sight improved substantially, and 
on discharge his right vision was 3/36 and left vision 6/12. 

He remained well till October 1936, when he developed pain 
in the left eye and suddenly lost its sight. At this time the vision 
in the right eye was 6/6, but in the left eye it was reduced to the 
perception of hand movements; the right disc was pale and 
atrophic, but the left was pink and swollen. The sight in the left 
eye improved gradually, but meanwhile the right eye became 
affected, though it in turn also improved (examination one week 
after recurrence showed right vision 6/36, left vision 6/12, and 
three weeks later right vision 6/12, left vision 6/9). 

A third recurrence occurred in December 1939—the left eye 
became painful, and during the subsequent two days the sight 
in that eye failed. On examination the right vision was 6/5 and 
the left vision 2/60, the left field showed a large inferior nasal 
defect and a central scotoma, the right field was full, both discs 
were found to be very pale and atrophic. He made a complete 
recovery, and four weeks later the right vision was 6/5 and the 
left vision 6/9. 

At the time of the two recurrences he was submitted to complete 
examination of the central nervous system without the discovery 


of any further abnormality. 

Traquair (1930) describes five cases similar to the above, one 
of which he had under observation for seventeen years, and makes 
the suggestion that these may be examples of a condition analogous 
to disseminated sclerosis that is confined to the optic nerve. He 
offers, however, no pathological evidence in favour of this view. 


Survey of Cases of Optic Nerve Lesion 


It was decided that it would be interesting to review carefully 
a series of cases of optic nerve lesion and determine in what pro- 
portion a clinical diagnosis could be made with any certainty, 
and then observe both diagnosed and undiagnosed cases for a 
number of years and see how far in the first case the prognosis 
was fulfilled and in what proportion of the others the diagnosis 
was revealed. 

The series chosen for this purpose consisted of all cases referred 
by the Ophthalmic Surgeons on the staff of the Medical Depart- 
ment of the Royal Westminster Ophthalmic Hospital in 1931. 
There were twenty-seven such cases; all of them were sufficiently 
well when first seen for the condition to be regarded by themselves 
or by their doctors as primarily ophthalmological, and also suffi- 
ciently well to attend the Hospital several times as out-patients. 
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In twenty-four cases it was possible to submit the patient toa 
complete clinical (including careful neurological) examination, 
take a blood Wassermann and examine the nasal sinuses radio- 
graphically. Where any of these examinations gave reasonable 
indication, the patient was admitted to Charing Cross Hospital 
for lumbar puncture, or submitted to a complete intra-nasal 
examination. 

Of these twenty-four patients, six were found to have indis- 
putable evidence of disseminated sclerosis; five were found to 
have tabes dorsalis, two had cerebral tumour, and one optic nerve 
lesion was due to trauma. 

None of the better known causes of optic nerve lesion was found 
in the remaining ten cases in spite of very complete and extensive 
examination in 1931. In two (cases S2 and S38), after ten years 
observation it was decided that the optic nerve lesion was due to 
arteriolar sclerosis. One patient, a girl aged 19 years (case S4), 
developed other signs of disseminated sclerosis two years later, 
and in a child aged 9 years (case S1), papilloedema was found, 
associated with past irido-cyclitis and chorea. It has been possible 
to re-examine carefully five of the remaining seven patients, and 
in none of these has any further evidence of the cause of the optic 
nerve lesion transpired. 

Arteriolar sclerosis as a cause of optic nerve lesions has been 
recognised by Woods and Rowland (1931), and Draganesco and 
Lazaresco (1939), and in the two cases (S2 and S38) described 
below no other cause was found for the optic nerve lesion. That 
such an association is not very uncommon can be judged by the 
fact that it occurred in a further four patients referred to the 
Clinic in 1932. 


Description of Cases mentioned above 


Two cases of optic nerve lesions associated with arteriolar sclerosis. 
(Case S8, under the care of Dr. Hickling.) 


A housewife, aged 47 years, had been for ihe past few months 
increasingly short of breath, when in April, 1931, the sight in 
her right eye failed quite suddenly. Three weeks later, she pre- 
sented herself at the Royal Westminster Ophthalmic Hospital for 
examination. The vision in the right eye was found to be 2/60, 
and in the left 6/12—there was a right sided papillitis and possibly 
some blurring of the edges of the left disc. In July she noticed 
that the sight of the left eye was also going, and on examination 
she was found to be blind in the right eye and almost so in the 
left. The right fundus now showed consecutive optic atrophy, 
and the left papillitis; the vessels of both fundi were very thin, 
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with irregular constriction and patches of oedema along their 
course, and where an artery crossed a vein the latter was distorted. 
Her heart was enlarged, and her blood pressure was 240/130. 
Early in 1932 she was admitted to Charing Cross Hospital, and 
submitted to a very full investigation without any further evidence 
of disease being found. 

Her sight continued to deteriorate, and within two years of 
the onset she was completely blind. 

In 1937 she had to be admitted to another hospital for congestive 
heart failure, and when last seen in June 1939 she was suffering 
from chronic congestive heart failure, she was completely blind, 
her optic discs were china white, with serrated margins, and a 
few small haemorrhages were seen in the fundi—some of these 
were over the disc margins. 


(Case S3.) A male aged 72 years attended at the Royal West- 
minster Ophthalmic Hospital in October 1931 under the care of 
Dr. Adie and Mr. Viner; he reported that during the last year he 
had become so blind that he could not even see his tea-cup. On 
examination he had bilateral primary optic atrophy, with consider- 
able arterio-sclerotic changes in the fundus, typified by narrow, 
thick walled arteries whose IJumen in places was almost obliterated 
by the very great increase in the thickness of the arterial wall. In 
other places the vessel disappeared entirely under patches of 
oedema, and kinking of the veins occurred wherever they were 
crossed by the arteries. His blood pressure, however, was only 
170/50, though there was some abnormal thickening and tortuosity 
of his radial arteries. 

His sight varied somewhat from time to time, but since 1937 
there has been a very definite, though gradual, improvement. 
(December 1939, vision of the right eye 3/60, in the left eye vision 
not so good. January 194i, vision in the right eye 6/18 and in 
the left eye 6/60.) 

During the interval he has been seen regularly at approximately 
monthly intervals, and, apart from his sight, he appears to enjoy 
excellent health. The condition in the fundi has remained more 
or less unaltered, and his blood pressure is the same as when 
first taken. 


(Case S2.) A girl aged 19 years, who later developed dissem- 
inated sclerosis, though when first seen there were no signs of this 
condition, apart from retrobulbar neuritis. 

This patient consulted Mr. Gimblett at the Royal Westminster 
Ophthalmic Hospital on September 17, 1931, for progressive loss 
of vision in the left eye which she had noticed during the last two 
weeks and which had started with severe, sharp pain in the eyeball. 
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The diagnosis of sinusitis was seriously considered in this case, 
as on direct enquiry it transpired that the first symptoms had 
occurred during the course of a heavy cold. She was submitted 
to an extensive and very complete rhinological examination, but 
no further evidence of disease was found. In the meantime her 
vision recovered spontaneously, and so it was decided to keep 
her under obsérvation without adopting any radical form of 
treatment. 

She remained well till January 1933, when she became depressed 
—she often found herself crying from no apparent cause, and 
‘could not bear the weight of the left leg.’’ A physical exam- 
ination in March 1933 showed left optic atrophy, intention tremor 
of the left hand, spasticity and weakness of the left leg, and 
exaggerated tendon jerks; the plantars were indeterminate. 

Again her symptoms underwent a spontaneous remission and 
she appeared to be healthy, though during a very complete over- 
haul in June 1939 she stated that she was abnormally prone to 
laugh or cry, the vision in her left eye was found to be considerably 
poorer than that of the right, there was temporal pallor of the 
left disc, well-marked intention tremor of both arms, spastic weak- 
ness of both legs, exaggerated tendon jerks, poor abdominal 
reflexes and bilateral extensor plantar reflexes. 


Two cases of papilloedema which underwent 


spontaneous remission. 


(Case S5.) A housewife aged 37 years consulted Mr. Hine and 
Dr. Hickling at the Royal Westminster Ophthalmic Hospital on 
March 2, 1931, for defective vision in the right eye, which she 
had discovered two weeks previously. On direct enquiry she stated 
that she had suffered from occipital headaches for the last two or 
three years, but had never felt sufficiently ill to seek medical 
advice on this score. On examination, papilloedema and a large 
central scotoma were found in the right eye; all other investigations 
proved negative. Within two months the papilloedema subsided, 
and the vision returned to normal. 

She remained perfectly well till the beginning of 1939, when 
a radical excision of her breast was performed for carcinoma. 
Subsequent examination in December 1939 showed no further 


evidence of disease. 


(Case S6). A female aged 29 years was sent by her doctor to 
the Royal Westminster Ophthalmic Hospital to consult Mr. Viner 


as to the cause of intermittent severe headaches. These had been 
present since an attack of influenza one year previously, and were 
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often accompanied by vomiting and photophobia. Bilateral papill- 
oedema with one dioptre of swelling was found. 

She was admitted to Charing Cross Hospital under the care of 
Dr. Hickling, where, in spite of an extensive investigation, no 
further evidence of disease was found—operative interference was 
decided against, as her vision in both eyes was 6/6 and the fields 
full. She was kept under careful observation—the headaches 
ceased after one year, and the papilloedema was observed to be 
subsiding after four months and was completely gone in the space 


of two years. 
Since first attendance, she was under regular observation at the 


Royal Westminster Ophthalmic Hospital till December 1939, and 


during that time she remained perfectly healthy. 


A case of sudden failure of vision with bilateral optic atrophy 


followed by spontaneous recovery. 


(Case S7.) This patient, a printer aged 52 years, consulted 
Mr. McMullen and Dr. Hickling at the Royal Westminster Oph- 
thalmic Hospital on April 12, 1931, following his discovery at 
work that he was unable to read. On examination, both optic 
discs were pale and atrophic, the vision in both eyes was 6/60; 
the fields were full, and there was no scotoma. Otherwise no 
evidence of disease could be found, especial attention being 
directed to evidence of lead poisoning. 

He made a rapid recovery, and in three days’ time had regained 
useful vision, though eight months elapsed before he had com- 
pletely regained his former visual acuity. He remained well, 
apart from an occasional attack of vertigo, till June 1939, when 
his visual acuity was recorded as: right 6/12, left 6/9. At this 
time both discs, though slightly pale, were thought to be within 
the variation of the normal. 


A case of unilateral papilloedema followed by optic atrophy and 
the development of impotence in an otherwise healthy man. 


(Case S8.) A man aged 29 years, the father of two children, 
first attended the Royal Westminster Ophthalmic Hospital in 
July, 1928, under the care of Sir Richard Cruise and Dr. Adie, 
complaining of loss of vision in the right eye occurring during the 
last four days. He first noticed this condition while suffering from 
one of a series of headaches to which he had been subject since 
1921. On examination, the vision of the right eye was 6/24, there 
was no field defect, and there was well marked papillitis. He was 
admitted to Charing Cross Hospital and fully investigated, without 
any other evidence of disease being found. 
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During the subsequent three months the papillitis subsided, 
though the vision in the right eye continued to deteriorate (in 


May, 1939, it was 6/60). The appearance of the right disc since 
1929 has been that usually described as primary optic atrophy. 

Under fairly regular observation he has remained healthy up 
to the present, except for the poor vision of the right eye, the 


continuance of the headaches, and the development of impotence 
since 1928. 


Six Cases Diagnosed as Suffering from 
Disseminated Sclerosis 

Case S15,—Female aged 33 years. Four weeks’ history of uni- 
lateral retrobulbar neuritis. Found to have intention tremor and 
exaggerated tendon jerks. 

Case S16.—Female aged 42 years. Two weeks’ history of right 
retrobulbar neuritis. Found to have minimal signs of a para- 
plegia. 

Case S17.—Male aged 26 years. Eight or nine years’ history 
of right primary optic atrophy and stress incontinence of urine. 


Found to have paraplegia, well marked on the left, not so advanced . 
on the right. 


Case S18.—Female aged 33 years. Some years’ history of right 
optic atrophy and pain in the right eye. Found to have nystagmus, 


intention tremor of right arm and spastic paresis of left leg. Little 


change has occurred between January 28, 1931, and June 1939 


in spite of several minor exacerbations and remissions. 


Case S19.—Male aged 41 years. Five years’ history of bilateral 
primary optic atrophy. Found to have nystagmus, and exagger- 
ated reflexes in all four limbs. 


Case $20.—Female aged 49 years. Ten years’ history of bi- 
lateral primary optic atrophy. Found to have nystagmus, scanning 
speech, exaggerated tendon jerks and difficulty in starting to 
micturate. 

The five cases diagnosed as tabetic optic atrophy were all men 
between the ages of forty-three and sixty-four. They all had 
bilateral primary optic atrophy, the loss of sight was insidious 
in all save one case, in which this occurred over the period of half 
an hour. In all these cases Argyll Robertson pupils and absent 
tendon jerks were demonstrated. 


Summary 


Optic nerve lesions usually furnish both subjective and objective 
evidence of their presence; their detection raises the questions of 
their ultimate effect on vision, and of other serious disease. 
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Although certain appearances of the optic papilla are usually 
associated with one disease, on occasion other diseases cause 
similar lesions; for example, a swollen hyperaemic appearance of 
the disc may occur in hypertension or disseminated sclerosis as 
well as in papilloedema due to cerebral tumour. Paton (1914) 
pointed out that swelling of the optic disc in cases of disseminated 
sclerosis was associated with loss of vision. True papilloedema 
with no visual loss rarely occurs in cases of hypertension; two 
such cases are described here. 

An isolated lesion occurring in the optic nerve of an otherwise 
healthy person is regarded by many (Buzzard 1890, Uhthoff 1890, 
Adie 1930, Benedict 1933, Lillie 1934), as evidence of early dis- 
seminated sclerosis. That either abortive cases of disseminated 
sclerosis cause a fair proportion of optic nerve lesions, or there 
is some condition analogous to disseminated sclerosis but confined 
to the optic nerve, is suggested by some cases described by 
Traquair (1930). 

Here described are five cases where an optic nerve lesion 
appeared in the absence of any obvious cause and where observa- 
tion for a period of ten years failed to reveal any further pathology. 
Although these cases have been extensively investigated, no evi- 
dence of other disease either in the nervous system or elsewhere 
has been found to account for the lesions. That such cases are 
relatively frequent may be judged from the fact that four of them 
occurred in a consecutive series of twenty-four cases of optic nerve 
lesion which had been discovered when the patient sought advice 
for a failure or abnormality of vision. In the same series there 
were six frank cases of disseminated sclerosis and five of tabetic 
optic atrophy, while only one doubtful case developed disseminated 
sclerosis during the period of survey. Unfortunately, eleven 
patients of this series were lost after periods shorter than one year, 
and before any cause could be established for the optic nerve 
lesion. 


In conclusion, I would like to thank the honorary staff of 
Charing Cross Hospital, the National Hospital, Queen Square, 
and the Royal Westminster Ophthalmic Hospital for permission 
to record their cases, and especially Dr. R. A. Hickling for his 
help in preparing this paper. 
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ANNOTATION 


The Education of an Ophthalmic Surgeon 


The paper by Professor Arnold Loewenstein under this heading 
(p. 45) raises questions of great importance. In this country we 
have a reputation for being able to muddle through with work of 
all kinds, and no one can say that the results have been in the long 
run bad, but it may be a good thing for us to hear what a visitor 
thinks. Many ophthalmic surgeons in Britain in the past have 
slipped into their particular niches fortuitously; and not only 
ophthalmic surgeons, for we remember the story of a young man 
waiting for an ophthalmic vacancy becoming eventually a distin- 
guished obstetrician. This was a good many years ago; but when 
Brudenell Carter was appointed ophthalmic surgeon at St. George’s 
Hospital in 1870 it was settled that part of his hospital duties was 
to undertake the responsibility of the obstetrician’s holiday work. 
This was no particular hardship, for as Carter had been in general 
practice until he was 40 years old he was quite competent to deal 
with straightforward or difficult cases of labour. Times have changed 
since then but we feel quite sure that those who have entered 
specialists’ work without any experience of general practice first 
have missed a great deal. The converse, when an elderly general 
practitioner gives up general practice for ophthalmology, is not at 
all common ; but has occurred ina fewinstances. So long as these 
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confine themselves to refraction work no harm is likely to accrue, 
but the case is different when a man past forty-five years of age 
begins to operate on the eye ball. Few of such are likely to become 
expert operators. Not many members of our profession at the 
outset of their careers are in possession of private means and the 
number of endowed posts is extremely limited. A part time post in 
research work has often enabled a rising man to keep his head above 
water while waiting for patients to come in. But if people are to 
undertake research as their life’s work they must be assured of 
an adequate income to make it possible. Until this happens 
we shall probably go on in the old fortuitous way. There are of 
course many kinds of research work. One of the simplest, involving 
very small financial outlay if any, was alluded to by F. H. Groome 
in his book entitled “In Gypsy Tents,’’ some years ago. Groome 
told an Essex labourer of a gypsy charm to use against an enemy, 
in which pins were stuck into a piece of red rag and the mixture 
then burnt. The labourer was deeply interested and exclaimed : 
“T’ll try that; ’strue’s alive, I’ll try that on my brother, I’ool.” 
Here, as Groome says, is an instance “ of one moved solely it would 
seem by the spirit of scientific research, and lacking a viler subject 
for the experiment.” 








ABSTRACTS 


MISCELLANEOUS 


(1) Riddell, W. J. B. (Glasgow).—The post-graduate study of 
ophthalmology. Glasgow Med. Jl., November, 1941. 

(1) Professor Riddell’s inaugural address was delivered in the 
Tennent Memorial Institute on October 8, 1941, and is published 
here in abstract form. He began by calling to mind that three 
movements of world-wide significance have been closely associated 
with the University of Glasgow. These are expressed as a book, a 
method and an idea. The book was Adam Smith’s ‘‘ Wealth of 
Nations”; the method was the antiseptic surgery of the then 
Joseph Lister; the idea was the development of adult education 
associated with the names of John Anderson and George Birkbeck. 

With regard to post-graduate instruction in ophthalmology a well 
deserved tribute is paid to Maitland Ramsay who organized post- 
graduate instruction in diseases of the eye at the turn of the last 
century. This good work has been carried on since, and under 
Professor Ballantyne the short courses have been extremely success- 
ful, “‘but can only have a local appeal if held at weekly intervals. 
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Short intensive courses of instruction would attract a wider 
audience.” Glasgow has unique facilities for post-graduate instruc- 
tion and when the war is over we all hope that this particular 
branch of teaching will go ahead at the Tennent Memorial Institute. 
“We are in a position of trust and must see to it that the traditions 
and practice of the Glasgow School of Ophthalmology are developed 
and enriched.” 

It is to be hoped that the full text of this lecture will be made 
available to ophthalmic surgeons, as an abstract of an abstract is not 
always satisfactory. The author disclaims any ability to form an 
opinion about Adam Smith, “ but our neglect of his teaching has 
had unpleasant consequences, and his views stand out to-day in 
certain clauses of the Atlantic Charter.” For ourselves we confess 
that we have never read Adam Smith’s epoch making work but we 
well remember an old patient of our’s, who was a prominent man in 
actuarial circles in the City of London, who told us that he never 
tired of reading and re-reading this book. 

R. R. J. 


(2) Sorsby, Arnold (London). — Observations on the clinical 
pathology of fundus lesions. Irish Jl. of Med. Science, Novem- 
ber, 1941. 

(2) Sorsby’s Montgomery Memorial Lecture delivered at the 

Royal College of Surgeons in Ireland on May Ist, 194], is here 


printed accompanied by a wealth of illustrations, some of them in 
colour. It is a very valuable lecture and should be read in its 
entirety. The author has no intention of “‘ minimising the value of 
the clinical observations painfully collected over the past ninety 
years in establishing consistent clinical pictures and in correlating 
them with the body function as a whole; that method of study has 
given us the wealth of ophthalmological knowledge that we possess 
to-day.” In this lecture he has “ attempted to extend that method 
rather than to disparage it,”” and if he has emphasised the hereditary 
basis of some affections he has done so in full consciousness that 
heredity is only one aspect of pathology. 

Some of the text and illustrations will be familiar to those who 
have read the author’s numerous papers of the past decade in 
this journal and elsewhere, and those who have not previously read 


these should read the present lecture. 
R. R. J. 


(3) Lebensohn, James E. (Chicago).—Wollaston and hemian- 
opsia. Amer. Jl. Ophthal., September, 19+}. 

(3) English speaking ophthalmology owes a debt of gratitude to 

Lebensohn for his excellent memoir of: William Hyde Wollaston, 

F.R.S., and especially for his summary of his optical researches and 
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the account of the attacks of hemianopsia from which Wollaston 
suffered and his description of them. 

With regard to his optical researches it is of interest to remember 
that Wollaston was the first to record the presence of dark lines in 
the solar spectrum, the significance of which was brought out by 
Fraunhofer in 1815. In 1804 he patented meniscus lenses which 
he termed periscopic. He also showed that the maximum chemical 
power of light resided in the invisible rays beyond the violet. In 
1807 he designed the camera lucida and two years later the reflecting 
goniometer, “‘ which by rendering possible the exact measurement 
of crystals led Mitscherlich to discover. the law of isomorphism.” 
In 1820 he described the double-image prism that Javal incorporated 
in his simplified ophthalmometer. Not satisfied with all this he 
also contributed “the microscopic doublet still used as the objective 
of the compound microscope, and an achromatic object-glass for 
enhancing telescopic definition.” 

The account of his hemianopsia is so interesting that we have 
taken the liberty of transferring it from the paper in question: 

*“* Wollaston, who was himself the victim of hemianopsia, described 
the first cases of this disturbance on record. He deduced from the 
phenomenon that binocular vision in man is associated with semi- 
decussation of the optic nerves. In Wollaston’s words: 

‘It is now more than 20 years since I was first affected with the 
peculiar state of vision to which I allude, in consequence of violent 
exercise I had taken two or three hours before. I suddenly found 
that I could see but half the face of a man whom I met, and it was 
the same with respect to every object I lookcd at. In attempting 
to read the name JOHNSON over a door, I saw only SON; the 
commencement of the name being wholly obliterated to my view. 
In this instance the loss of sight was toward my left, and was the 
same whether I looked with the right eye or the left... . 

“It is now about 15 months since a similar affection occurred 
again to myself, without my being able to assign any cause whatever, 
or to connect it with any previous or subsequent indisposition. The 
blindness was first observed, as before, in looking at the face of a 
person I met; whose left eye was to my sight obliterated. My 
blindness was in this instance the reverse of the former, being to my 
right (instead of the left) of the spot to which my eyes were directed ; 
so that I have no reason to suppose it in any manner connected 
with the former affection. 

‘ The new punctum caecum was situated alike in both eyes, and 
at an angle of about three degrees from the center; for, when any 
object was viewed at the distance of about five yards, the point not 
seen was about 10 inches distant from the point actually looked at. 

“On this occasion the affection, after having lasted with little 
alteration for about 20 minutes, was removed suddenly and entirely 
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by the excitement of agreeable news respecting the safe arrival of a 
friend from a hazardous enterprise. 

“In reflecting upon this subject, a certain arrangement of the 
optic nerves has suggested itself to me, which appears to afford a 
very probable interpretation of a set of facts, which are not consistent 
with the generally held hypothesis of the decussation of the optic 
nerves. . . . Any two corresponding points must be supplied with 
a pair of filaments from the same nerve, and the seat of a disease in 
which similar parts of both eyes are affected, must be considered as 
situated at a distance from the eyes at some place in the course of 
the nerves where these filaments are still united. . . . According to 
this supposition, decussation will take place only between adjacent 
halves of the two nerves. 

“‘ Now, if we consider rightly the facts discovered by comparative 
anatomy in fishes, we shall find that the crossing of the entire nerves 
in them to the opposite eyes, is in perfect conformity to this 
view. . . . The relative position of the eyes to each other in the 
sturgeon, is so exactly back to back, on opposite sides of the head, 
that they can hardly see the same object ; they can have no points 
which generally receive the same impression as in us; there are no 
corresponding points of vision required to be supplied with fibers 
from the same nerve... . 

“A disorder that has occurred within my own knowledge in the 
case of a friend seems fully to confirm this reasoning. . . . In this 
case of diseased vision, we find apparent injury to one side of the 
brain, followed by blindness towards the opposite side of the point 
to where both eyes are directed. 

“A series of evidence in such apparent harmony throughout, 
seems clearly to establish that distribution of nerves I have 
endeavored to describe, which may be called the semidecussation of 
the optic nerves. . . . We clearly gain a step in the solution, if not 
the full explanation, of the long agitated question of single vision 
with two eyes.” 


R. R. J. 


(+) Fry, W. E. and DeLong, P. (Philadelphia).—Psammoma of 
the orbit. Amer. Jl. Ophthal., Vol. XXIV, p. 664, 1941. 

(4) Fry and DeLong describe a case of psammoma of the right 
orbit in a 32 year old white male. The growth was the size of a 
walnut and involved the orbital plate of the frontal bone and the 
floor of the frontal sinus. The eye was displaced downwards, 
forwards and outwards. The neoplasm was removed through an 
incision for exposure of the frontal sinus. There was no evidence 
of extension from the intracranial dura mater, the roof of the frontal 
sinus being intact. The authors discuss the origin of these tumours 
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and:comment on the conception that they begin inside the skull and 
the orbital involvement is secondary. The latter idea does not hold 
in their case nor in others reported in the literature. The neoplasm 
consisted of psammoma bodies, hyalinized and calcified ; whorls of 
endothelial cells ; and some empty endothelial lined spaces. 


H. B. STALLARD. 


(5) Swan, K. C. and Salit, P. W. (Iowa City, Ilowa).—Lens 
opacities associated with experimental calcium deficiency. 


Amer. Jl. Ophthal., Vol. XXIV, p. 611, 1941. 

(5) Swan and Salit placed young rabbits on a calcium deficient 
diet at the time of weaning. Lens opacities developed in association 
with low serum calcium and tetany and affected the newly growing 
fibres at the equator, from which the opacities spread anteriorly and 
posteriorly beneath the capsule. These changes could be prevented 
by the addition of calcium salts to the diet. 

The lens opacities were in the form of slits, dots, vacuoles and 
disruption of the fibres. Opacities were also grouped around the 


posterior suture line. 
H. B. STALLARD. 


(6) Smelser, G. K. (New York).—An attempt to produce dinitro- 
phenol cataracts in hypothyroid rats. Amer. Ji. Ophthai., 
Vol. XXIV, p. 680, 1941. 

(6) Smelser administered dinitrophenol to thyroidectomized 
young rats in order to ascertain whether there was any relationship 
between the onset of cataract and hypothyroidism. In two instances 
only did cataracts arise in this series. In a second series of 55 
thyroidectomized rats 22 survived doses of dinitropheno] which 
began at 75 mg. per cent., rose to 100 mg. per cent. and kept thus 
for four to four-and-half months. In only one lens was any opacity 
noted and this was a thin opaque layer lying just beneath about 
a quarter of the «anterior surface. 

These experiments confirm the reports that dinitrophenol adminis- 
tration to laboratory animals does not result in cataract and includes 


hypothyroid animals. 
H. B. STALLARD. 


(7) North, A. L. (Sydney).—The treatment of pterygia. Trans. 


Ophthal. Soc. of Australia, Vol. II, p. 81, 1940. 

(7) North discusses the aetiology and pathology of pterygia. 
He states Fuchs’ view that the latter is a corneal encroachment of 
a pinguecula and adds that it is possible that the degenerative 
processes at the limbus associated with pinguecula are predisposing 
causes of pterygium by interfering with the nutrition of this sector 
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of the cornea. However, pterygium frequently arises without any 
previous association with pinguecula. The signs of continuity of 
growth in a pterygium are that it is fleshy and vascular, at its head 
is a succulent avascular grey area raised above the level of the 
adjacent cornea and preceded by irregular islands of corneal opacity. 
Cessation of growth is characterised by disappearance of vascularity 
and the pterygium becomes thin, grey, anaemic and sclerotic but 
never disappears. 

The author comments on the risk of recurrence when a pterygium 
is excised. He describes an operation in which the pterygium is 
dissected from its base to its head but the base is left intact. A 
small split-epidermal graft 2mm. wide by 6 to 8mm. long is placed 
over the bed of the pterygium and on to the episcleral tissues. The 
pterygium is then placed over the graft to cover it. The graft is 
not sutured. Both eyes are bandaged for three days and within a 
few days the pterygium retracts to the posterior border of the graft 
leaving it fully exposed. 

H. B. STALLARD. 


(8) Beach, S. J. and Holt, E. E. (Portland, Maine).—A rare form 
of glaucoma. Amer. J!. Ophthal., Vol. XXIV, p. 669, 1941. 

(8) Beach and Holt discuss the incidence of glaucoma induced 
by the use of a mydriatic. They have the impression that it occurs 
more frequeutly than 1 in 10,000. It is more common in women 
and may affect all ages from 17 years. When a cycloplegic has 
been instilled for a refraction and the intra-ocular pressure has risen 
and then been controlled by miotics glaucoma does not occur during 
a subsequent follow up, so that this complication is not necessarily 
a forerunner of glaucoma. 


H. B. STALLARD. 


(9) Temple Smith, E. (Sydney).—Personal views on some aspects 
of glaucoma. Trans. Ophthal. Soc. of Australia, Vol. 11, p. 86, 


1940. = 

(9) Temple Smith’s paper contains much useful practical advice 
about the value and technique of (1) tonometry; (2) scotometry 
and (3) operative treatment in glaucoma. He favours the Schiétz 
tonometer-and the use of one weight only; approves of scotometry 
done by the circular method of exploration so that the screen with 
its test object is rotated instead of the object being moved about the 
screen; and he recommends with much enthusiasm Lagrange’s 
operation. He advises surgeons to read carefully the account of 
this operation in the Brit. Jl. Ophthal., September, 1937 (p. 477), 


before they attempt it. 
H. B. STALLARD. 
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(10) Macindoe, N. M. (Sydney).—An analysis of 65 patients 
affected by glaucoma. Trans. Ophthal. Soc. of Australia, Vol. 
II, p. 89, 1940. 

(10) Macindoe analyses the results obtained in the treatment of 
65 patients suffering from glaucoma during twenty-six months from 
March, 1927 to April, 1939. His conclusions are that the prognosis 
is bad when the visual acuity is low and the fields are small, after 
cataract operation, after a blow on the eye (traumatic glaucoma). 
In acute glaucoma iridectomy was a functional failure in fifty per 
cent. of cases. A trephine is safer, more permanent and gives better 
optical results. After trephine operations the immediate ocular 
mortality was 27 per cent. and the total 35-40 per cent. The 
author found that in 65 per cent. of chronic glaucoma the vision was 
as good after operation as before. He comments that this result 
is not bad considering that 50 per cent. of patients come to operation 
with vision of 6/60 and very small fields. 

H. B. STALLARD. 


(11) Lugossy G. (Budapest).—The problem of chemotherapy in 
trachoma. Ophthalmologica, Vol. C, p. 277, 1940. 

(11) Lugossy records experience with continental brands of 
sulphonamides in trachoma and concludes that subjective symptoms 
are easily influenced, that pannus and corneal ulceration respond 
readily, and that treatment with the older methods should be 
combined with sulphonamide therapy. 

ARNOLD SORSBY. 


(12) Sie-Boen-Lian, B. L. (Batavia, Java).—Carcinoma of the 

_ Meibomian glands in Batavia. (Karzinom der Meibomschen 

Drusen in Batavia). Ophthalmologica, Vol. Cl, p. 205, 1941. 

(12) Sie-Boen-Lian gives a careful histological description of 
nine personally observed cases of adeno-carcinoma of the eyelids ; 
eight were localised and one filled the orbit. Most of the patients 
were women over the age of forty years. The cancer tissue grew 
in strands similar to those seen in tumours of sebaceous gland, and 
normal cells were scattered in between the carcinoma cells. Local 
excision is treatment of choice, Exenteration of the orbit may be 
necessary. The author observed recurrence in one case over two 


years. 
ARNOLD SORSBY. 


(13) Rubino, A. (Florence).—Uveo-meningitic syndrome. (Uveo- 
meningitisches Syndrom). Ophthalmologica, Vol. Cl, p. 321, 
1941. 

(13) In 1926 Harada reported ten personally observed cases 
which showed the bizarre combination of acute exudative bilateral 
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choroiditis with secondary retinal detachment in association with 
neurological symptoms and changes in the hair and skin (alopecia, 
greying, poliosis and vitiligo). The limits of this affection are not 
yet clearly established and Rubino reports a case, the first of its 
kind to be noted in Italy, in which there was lymphocytic meningi- 
tis, together with acute bilateral uveitis. He regards the affection 
as due to a virus and not to tuberculosis. 


ARNOLD SORSBY. 


(14) Amsler, M. (Lausanne).—The present practice of sealing 
retinal tears. (Comment repérer aujourd’hui les dechirures 
rétiniennes ?). Ophthalmologica, Vol. CI, p. 158, 1941. 


(14) Amsler stresses that exact localization remains an important 
feature of detachment operations, particularly so during the course 
of the operation. On ten years’ experience he considers that the 
combination of Weve’s method of illumination together with previous 
marking according to the method of Goninis necessary. The Gonin 
procedure must be carried out prior to the operation as carefully as 
if the ophthalmoscope were not going to be used during the operation. 
He is opposed to the use of the perforating needle for localization 
owing to the loss of fluid and lowering of tension that it induces; 
the diathermy ball is ample. 

ARNOLD SORSBY. 


(15) Babel, J. (Geneva).—Corneal involvement in inclusion con- 
junctivitis of the new born. (L’atteinte de la cornee au cours 
de la conjonctivite a inclusions du nouveau-ne). Ophthalmo- 
logica, Vol. CI, p. 129, 1941. 

(15) Babel observed a deep keratitis in 86 cases of inclusion 
blennorrhoea. Thecorneal involvement came on two to three weeks 
after the development of the pseudo-membranous conjunctivitis. 
The finding of corneal involvement is in contrast to the general 
experience that in inclusion conjunctivitis both in the new-born and 
in adults no such lesions occurred. In one of the author’s cases a 
severe encephalitis was observed similar to the experimental herpes 
encephalitis seen in the rabbit. 

ARNOLD SORSBY. 


(16) Briickner, R. (Basle).—A new ocular sign in ophthalmoplegic 
migraine. (Ueber ein bisher nicht beschreibenes oculares 
Symptom bei Migraine ophthalmoplegique). Ophthalmologica, 
Vol. Cl, p. 91, 1941. 

(16) Brickner gives the case history of a man aged 43 years 
who developed migraine at the age of 25 and recently showed 
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ophthalmoplegic symptoms. In a recent attack free cells in the 
aqueous and hyperaemia of the iris were observed as transient 
features. 

ARNOLD SORSBY. 


(17) Radnot, M. (Budapest).—An adenoma-like hyperplasia con- 
sisting of oncocytes and growing from the wall of the 
lacrimal sac. (Aus Onkocyten bestehende adenomartige 
Hyperplasie in der Tradnensackwand). Ophthalmologica, Vol. 
CI, p. 95, 1941. 

(17) Oncocytes are cells found in various organs of old people 
and arise from failure of epithelial cells to differentiate. An 
adenoma-like mass of such cells was found by Radnot in the wall 
of a lacrimal sac in a woman aged 66 years, suffering from trachoma 
and chronic dacryocystitis. References to the sparse literature on 
the subject are given. 

ARNOLD SORSBY. 


(18) Fassel-Feldmann, M. (Munkacs).—Early diagnosis of trach- 
oma from histological changes in the tarsal conjunctiva. 
(Frihdiagnose des Trachoms auf Grund des zytologischen 
Bildes der Conjunctiva tarsi). Ophthalmologica, Vol. Cl, p. 74, 
1941. 

(18) Fassel-Feldmann points out that in normal connective 
tissue and in follicular conjunctivitis the epithelial cells of the tarsal 
conjunctiva stained with the Giemsa rapid process are seen close 
together with a tendency to group formation; the nuclei are oval, 
of equal size and their staining uniform and deep. In trachoma the 
polymorphism of the cells presents a striking contrast. The epithe- 
lial cells are not in groups but are dispersed singly. The nuclei 
are round rather than oval, of different size and larger than normal ; 
staining is irregular. 

ARNOLD SORSBY. 


(19) Holst, J. C. (Oslo).— Aetiology and treatment of sympathetic 
ophthalmia. (Beitrage zur Frage der Aetiologie und der 
Behandlung der sympathischen Ophthalmie). Ofhthalmo- 
logica, Vol. CI, p. 8, 1941. 

(19) Holst reports five cases of sympathetic ophthalmia in 
children whose general condition was good, who all reacted 
negatively to tuberculin. In two of the cases sympathetic inflamma- 
tion developed after enucleation performed on the 12th and 13th 
day after perforating, the affection breaking out four to six weeks 
subsequently. He concludes that there is no evidence for tubercu- 
osis as a factor of sympathetic ophthalmia and that excision should 
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not be delayed beyond 12 days. In one case a good result was 
obtained by treatment with neosalvarsan. 
ARNOLD SORSBY. 


(20) Bangerter, A. (Berne).—Method of closing retinal holes at 
the posterior pole and especially at the macula. (Operations- 
methode zum Verschluss von Netzhautlochern am hinteren 
Augenpol, im besonderen von Maculalochern). Ophthalmo- 
logica, Vol. C, p. 351, 1940. 

' (20) Bangerter gives a short description of a procedure for 

closing a macular hole by diathermy with the patient in the sitting 

position and the field of operation under direct observation from a 

slit-lamp fitted with a contact lens to show up the retina. 


ARNOLD SORSBY. 


(21) Loewenstein, A. (Glasgow).— Lipoid (?) droplets in the epi- 
sclera as a regular change with age. . Ophthalmologica, Vol. C, 
p. 345, 1940. 

(21) Loewenstein describes as a normal occurrence in the eyes 
of old people groups of droplets apparently lipoid in nature and 
situated in the episclera. They are best seen with the narrow beam 
of the slit-lamp behind the equatorial zone within the palpebral 
fissure. They are easily detected when opalescent and aggregated 


to form larger groups. The author regards them as arcus scleralis 
analogous to the arcus senilis of the cornea. 


ARNOLD SORSBY. 


(22) Weekers, R. (Liege).—The biochemistry of the normal and 
pathological retina. (Biochimie de la cornee normale et 
pathologique). Ophthalmologica, Vol. C, p. 136, 1940. 

(22) Weekers'’ article is essentially a review of literature dealing 
with the chemical composition, the metabolism and the permeability 
of the normal cornea, summarised in the light of the scattered 
findings in a few pathological conditions, such as xerosis, keratoconus, 
hepato-lenticular degeneration, arcus senilis, dystrophia adiposa and 
calcareous degeneration. There is a useful bibliography. 


ARNOLD SORSBY. 


(23) Macfadyen, J. (Glasgow).—Rupture of the posterior ciliary 
arteries in eye injuries by blunt objects. Ophthalmologica, 
Vol. C, p. 129, 1940. - 

(23) The choroidal circulation is largely independent of the 
retinal system and there is little understanding of the consequences 
of changes in the choroidal vessels. On analogy with experimental 
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observations on section of the posterior ciliary arteries a clinical 
picture has been elaborated by a number of authors. Disturbances 
in the neighbourhood of the disc following blunt injury to the eye 
is regarded as due to rupture of the posterior ciliary arteries and 
Macfadyen reports three such cases with illustrations. 


ARNOLD SORSBY. 


(24) Weekers, R. (Liege).—The role of calcium in the carbohy- 
drate metabolism of the lens. (Le rdle du calcium dans le 
metabolisme hydrocarbone du cristallin). Ophthalmologica, 
Vol. C, p. 257, 1940. 

(24) Weekers reports that watery extracts of the lenses of the 
rabbit and cattle decompose glucose. The addition of the oxalate 
fluoride or citrate of sodium prevents glycolysis, which is not ' 
re-established if calcium, which is necessary for the process in the 
first instance, is added to such compounds. 

ARNOLD SORSBY. 


(25) Verhage, J. W. C. (Leyden).—Nystagmus in Dutch 
miners. (Der Nystagmus im Niederlandischen Kohlen- 
revier). Ophthalmologica, Vol. C, p. 266, 1940. 

(25) Verhage gives statistical details on the incidence of 
nystagmus in twelve Dutch mines. Before 1920 it was insignificant ; 
between 1925 and 1927 an increase occurred, but from 1934 onwards 
the affection has become widespread. The various local and 
economic factors that enter into this are discussed. The author 
stresses the question of illumination, and concludes that a lamp 
carried on the cap is the best means of lighting, since this gives 


good illumination and little dazzling. 
ARNOLD SORSBY. 


(26) Fischer, F. P. (Utrecht).—Formation of melanoidin in the 
lens. (Ueber Melanoidinbildung in der Linse). Ophthalmo- 
logica, Vol. C, p. 150, 1940. 

(26) Fischer stresses the fact that the albuminoids of the lens 
have a great tendency towards hydrolysis, setting free substances 
from which melanoidinic acids form in the nucleus of the lens during 
life. Glutathione is not involved in this process. A yellow fluores- 
cent substance that can be obtained from an acetic acid filtrate of 
the lens after precipitation with silver lactate does not belong to the 
melanoidins and is probably the cause of the yellow colouration of 
the lens in advancing age, in contrast to the brown colour of the 
nucleus for which the melanoidins are responsible. 


ARNOLD SORSBY. 
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(27) Brickner, R. (Basle).—Acid-soluble phosphates in the lenses 
of various animals. (Ueber das sdurelosliche Phosphat in 
den Linsen verschiedener Tierarten). Ophthalmologica, Vol. 
C, p. 203, 1940. 

(27) Brickner reports that fish lenses have a somewhat higher 
content of acid-soluble total phosphate and a 30 to 50 per cent. 
higher organic phosphate content than the lenses of adult mammals. 
The water content of fish lenses is lower than that of mammal 
lenses. Young kittens show a remarkably high acid-soluble phos- 
phate content. ; 

ARNOLD SORSBY. 


(28) Mihalyhegyi, G. (Budapest).—Improvement of visual acuity 
and change of refraction by means of contact lenses. (Ueber 
verbesserung der Sehscharfe und Aenderung der Refraktion 
mittels Haftglasern). Ophthalmologica, Vol. C, p. 193, 1940. 

(28) Mihalyhegyi draws attention to the improvement in visual 
acuity in patients with keratoconus treated with contact lenses. On 
the basis of this he argues that corneal refraction can be modified 
by the wearing of contact lenses and that therefore myopia of 
corneal origin can be favourably influenced by contact lenses (no 
actual proof is advanced). 

ARNOLD SORSBY. 


(29) Schlaeppi, V. (Geneva).—The effect of post-pituitary extracts 
on the pupil and tension. (De linfluence des extraits post- 
hypophysaires sur la pupille et la tension intraoculaire). 
Ophthalmologica, Vol. C, p. 321, 1940. 

(29) Schlaeppi holds that the conflicting data in literature as 
to the effect of the pituitary hormones on the pupil and intra-ocular 
pressure are due to the difference in concentration of the effective 
substance. Using the purest possible extract of the pituitary 
anterior lobe (hypertensive hormone or vasopressin and uterus 
effective hormone or oxytocin) an attempt was made to clear up 
the discrepancies by intravenous, subcutaneous and subconjunctival 
injection of human beings and rabbits. Large doses of vasopressin 
auickly produced miosis and decrease of pressure in rabbits, whilst 
smaller doses induced mydriasis with decrease of pressure. The 
intra-ocular pressure is therefore more definitely influenced than 
the pupil. 

In rabbits with hydrophthalmos the effect is the same as in 
normal animals. Oxytocin of strong concentration has an effect 
similar to vasopressin in weak solution. The effect of vasopressin 
on human beings corresponds to that of weak doses on rabbits. 
Oxytocin is generally ineffective (sometimes the pressure increasing). 
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In glaucoma the effect of vasopressin on the pupil and tension 
is not constant. In ten cases of glaucoma simplex it produced a 
decrease of pressure in two cases only. In two cases of acute 
glaucoma, which were pilocarpine refractory, decrease of pressure 
occurred in one. 

ARNOLD SORSBY. 


(30) Demole, V. and Knapp, P. (Basle).—Eye disease in rats 
fed on diet free from vitamin E. (Augenerkrankungen bei 
einigen Vitamin-E-frei ernahrten Ratten). _ Ophthalmologica, 
Vol. CI, p. 65, 1941. 

(30) Demole and Knapp review the sparse literature on 
vitamin E deficiency in relation to eye affection and give a brief 
description of personal observations. 

1. In young animals kerato-conjunctivitis appeared regularly 
with the onset of symptoms of paralysis. 

2. Progressive exophthalmos developed in most fully grown rats. 

3. In some fully developed rats a severe general eye affection 
was observed. There were oedematous opacity and vascularisation 
of the cornea, occasionally keratoconus, iridocyclitis with remarkably 
numerous eosinophile cells, opacity of the lens of the cataracta 
complicata type and serous inflammation of the retina, leading, in 
severe cases, to complete degeneration. 

ARNOLD SORSBY. 


(31) Bangerter, A. (Berne).—A simple device for the localisation 

of intra-ocular foreign bodies. (Vereinfachtes genaues Locali- 
Sationsverfahren intraokularer Fremdkoérper). Ophthalmu- 
logica, Vol. Cl, p. 139, 1941. 
Goldmann, H. and Bangerter, A. (Berne).—The localisation 
of small intra-ocular foreign bodies. (Zur Lokalisation intra- 
okular winziger Fremdkorper). Ophthalmolcgica, Vol. Cl, 
p.. 213, 1941. 

(31) These two articles describe the same technique and the 
second article is an explanation of the first. Goldmann and 
Bangerter describe a method for the exact localization of tiny intra- 
ocular splinters visible only in skeleton-free or skeleton poor pictures. 
A light metal ring, fitted with small steel hooks is placed concentri- 
cally on the cornea. The hooks leave lasting marks with Indian 
ink at the points of contact with the edge of the cornea. Two 
radiograms are made with the film planes vertical to the ring plane. 
From these two pictures, the co-ordinates of the shadow of the 
foreign body in relation to the limbus of the cornea can be 
ascertained by simple construction. 

ARNOLD SORSBY. 





CORRESPONDENCE 


BOOK NOTICE 


Triennial Report and Statistics of the Government Ophthalmic 
Hospital, Madras, 1938-40. Madras: Superintendent Govern- 
ment Press. 1941. Price, 14 annas. 

The report follows closely on the lines of previous reports. 
Tables are given of the classes and sexes treated, operations, 
infectious diseases, mortality, etc., as well as the administration 
report. In the table of classes of disease treated the numbers are 
given for indoor and outdoor patients for the three years and these 
can be seen at a glance. We note that there has been a falling off 
in the number of out-patients treated from 39,953 in 1938 to 35,868 
in 1940. In 1939 the out-patients numbered 38,396, curiously the 
number of deaths for these three years show an increase of 4, 9, and 
12. Retinitis pigmentosa for the years in question as out-patients 
give the figures 65, 81 and 88; while retinal detachment as in- 
patients show 27, 8 and 17. Diseases of the lacrymal apparatus as 
out-patients show the figures 434, 686 and 657. Details of finance 
and statistics of the training of medical students are also included 
in the report. Lectures on tuberculosis of the eye were given by 
Rao Bahadur Dr. K. Koman Nayar to the candidates attending the 
tuberculosis diseases diploma course at the Madras Medical College. 
The number of candidates who attended this course was ten. 








CORRESPONDENCE 
DEMANDS OF THE SERVICES 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


DEAR SIRS,—Would it not be to our country’s advantage if a 
satisfactory adjustment of the problem of the “sight testing optician” 
could be reached at the present time? For the demands of the 
Civilian Services are hardly less urgent than those of the Fighting 
Services. The sight testers have been doing a large proportion of 
the refraction work of the country and no doubt some of them will 
be taken into the combatant forces. Ophthalmic Surgeons who 
are taken may find that they will be doing work which varies from 
refractions, ear work, office work, sick parades to little at all, with 
no chance of keeping up any eye surgery. 

Such wastage should be avoided at all costs. However, sight 
testers, once trained as suggested by Mr. Rugg-Gunn, might break 
away and, backed by the enormous financial and advertising power of 
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the optical trade and assisted by a less expensive and shorter training, 
take over the entire refraction work of the country. For economic 
reasons all clinic work would fall to them. Within a short time eye 
surgeons would revert to the old arrangement where eye, ear, nose 
and throat work was combined or eye and skin, eye and general 
practice or eye and general surgery. There would not be enough 
eye men to staff general hospitals. The dispensing opticians would 
have to employ “trained” sight testers and eye doctors would have 
to do their own dispensing. Eventually there might be no more 
than 50 whole time eye specialists in the country. 

We are being well represented by the Ophthalmic Group of the 
British Medical Association and by the Association of British 
Ophthalmologists, working in close contact with each other. It is 
of great importance that all eye men should assist these two bodies 
at this time and in any case bide loyally by their decisions. 


Yours faithfully, 


J. MYLES BICKERTON, 


Senior Ophthalmic Surgeon, 
King’s College Hospital. 


Late temp. Wing-Comdr., R.A.F.V.R. 








OBITUARY 


PERCY FLEMMING 


THE death of Mr. Percy Flemming, Emeritus Professor of 
Ophthalmic Medicine and Surgery at University College, on 
December 19, 1941, at the age of 78 years was briefly announced 
in our last issue. A Londoner by birth, he was a product of 
University College, for his preliminary education was received at 
University College School and he proceeded to University College 
Hospital for his medical training ; he was one of whom the School 
and Hospital were justly proud. Having taken the conjoint 
diplomas in 1885 he obtained his M.B. London in 1887 with the 
University Scholarship in medicine and honours in most of the 
other subjects. He took the M.D. with gold medal in 1888 and 
the F.R.C-S.Eng. in 1889 after a brilliant academic career. 


Flemming succeeded to the vacancy in the ophthalmic department 
at University College Hospital caused by the resignation of Marcus 


Gunn. His chief was Sir John Tweedy and on the latter’s retire- 
ment he advanced to the senior post. In 1900 he was elected to 


the staff at Moorfields and served his full time becoming consulting 


surgeon to both institutions. He was also a Fellow of University 


College. 
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Flemming was a brilliant ophthalmologist but was not a profuse 


writer on his special subject. His retiring. nature and habitual 
modesty perhaps made him not quite so well known outside the 
hospital as he deserved to be. Those who knew him appreciated 
his profound knowledge of his subject and his ever ready help in 
consultation. 

Flemming had a second string to his life’s interests, in archaeology 
and the history of London on which he was a recognised authority. 
Many of the older members of the Ophthalmological Society will re- 
member an informal lecture which he gave on the neighbourhood of 
Moorfields Hospital more than 20 years ago at an annual congress. 
So far as we know this lecture was never published, but he printed for 
private circulation an address which he gave, on late medizval 
London from a medical point of view, to University College 
Hospital Medical Society. And he was the author of a paper on 
the monastic infirmaries, particularly that of Westminster Abbey. 
He was elected F.S.A. in 1931. 

When the writer of this note was preparing memoirs of past 
members of the staff of Moorfields for the British Masters of 
Ophthalmology series in this Journal he approached Mr. Flemming 
who most generously sent him notes concerning these men which 
he had made for his own purposes from the minutes of the hospital. 
This was characteristic of him for his help was always freely given. 
He was keenly interested in ophthalmic nursing and was largely 


concerned, together with Marcus Gunn, in founding the training 
school for nurses at Moorfields. 

Mr. Flemming practised at 70 Harley Street, where his wife, also 
M.D.Lond. had her plate on the door. Mrs. Flemming died last 
year and the sympathy of the ophthalmic profession will go out to 
their two sons, one of whom is on the surgical staff of University 
College Hospital. 


Sir John Parsons writes :-— 


Percy Flemming was one of those modest and retiring people 
whose lifework is done so unostentatiously that its merits are liable 
to be underestimated or wholly ignored. My intimate association 
with him commenced in 1899 when we were both clinical assistants 
to Sir John Tweedy at Moorfields. Shortly afterwards he was 
appointed ophthalmic surgeon to University College Hospital and 
I became his clinical assistant there and at Moorfields. Still later 
I became his colleague at both hospitals, and after our retirement 
from hospital work we served together on a Committee for the 
Prevention of Blindness. It is not too much to say that I owe 
more to his help and encouragement in ophthalmology than to 
anyone else. In this respect 1 am by no means alone; for one of 
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Flemming’s joys in life was helping lame dogs over stiles. He was 
a born teacher, and his patience and perseverance in imparting his 
profound knowledge, whether of anatomy, ophthalmology (both 
medical and surgical), or archaeology (especially of London), were 
illimitable. In all these subjects he was a master. In ophthalmo- 
logy he was a first-class clinician and a good operator.. He was no 
narrow specialist; for his proficiency in anatomy and medicine 
stimulated his special interest in the ocular signs of general disease, 
such as thrombosis of the cavernous sinus, with valuable results. 
It is much to be regretted that his contributions to ophthalmic 
literature were comparatively few; for only his colleagues and 
students are fully aware of the extent and scientific accuracy of his 
clinical work. He was deeply interested in the social and preventive 
aspects of ophthalmology, and the admirable report of the Depart- 
mental Committee on the Partially Blind was largely due to his 
untiring energy and level-headed judgment. It is not surprising 
that he was specially devoted to his alma mater, University College, 
for he was an alumnus of University College School, a Fellow of 
the College, and the last Professor of Ophthalmology in it before 
its absorption in the University of London, as well as Ophthalmic 
Surgeon to University College Hospital. Whilst most ophthalmic 
surgeons who have had the honour of being members of the staff 
of Moorfields have become attached to it with love and veneration 
there can be no doubt that Flemming, though not wanting in the 
same sentiments, remained specially devoted to his first love, and 
no one was more loyal to the great traditions of University College 
Hospital than he. 








NOTES 


As we go to press we learn with much regret 
of the death of Mr. Gray Clegg, late of 
Manchester. We hope to publish a memoir of him in our next 
number. 


Death 


* * * * 


ae AMONG the New Year’s honours we are 

glad to see the name of Lieut.-Col. M. M. 
Cruickshank, I.M.S., who receives the C.I.E. 

* * * * 

; WE are asked by the Ministry of Information 

nie aredeteree to state that the fact that goods made of raw 

materials in short supply owing to war conditions are advertised in 

this journal should not be taken as an indication that they are 

necessarily available for export. 





